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ABSTRACT
The integration of behavioral health and primary care (i.e., “integrated care”) is a method
to improve health equity and improve health outcomes. However, more research is
needed to understand the relationship between practice readiness, implementation, and
outcomes of integrated care over time. Therefore, this study involves a mixed methods
retrospective process evaluation to explore the relationship between readiness factors and
outcomes in clinical practices two-and-a-half to three-and-a-half years following a
capacity-building program. During that program, practices completed assessments of
their readiness to implement integrated care using the Readiness for Integrated Care
Questionnaire (RICQ). At follow-up, we conducted surveys, qualitative interviews , and
quantitative analyses with eight key informants from eight clinical practices to assess and
explore (1) how readiness is associated with (a) sustainability of integrated care, (b)
other implementation outcomes in integrated care, and (c) client outcomes in integrated
care; (2) which readiness subcomponents are most influential in integrated care; (3) how
practices build and/or maintain readiness for integrated care over time; and (4) other
contextual factors, including Covid-19, that influenced sustainability of integrated care.
Exploratory quantitative analyses suggest that the RICQ total scores were moderately to
strongly positively correlated with self-ratings of practice sustainability, acceptability,
fidelity, and achievement of client outcomes, and there was a small correlation with
implementation cost. Follow-up surveys and interviews indicated the readiness
subcomponents that were most influential throughout implementation as facilitators and
v

barriers to implementation, sustainability, and achieving outcomes. Priority, program
champion, innovation specific knowledge and skills, and supportive climate were key
facilitators to integrated care. This study also highlights strategies practices used to
sustain or build readiness, including systematic tracking of data, integrated care training
programs, billing practices, top-down mandates for integrated care, regular
communication, and hiring practices. Finally, the Covid-19 pandemic’s influence on
readiness for integrated care is explained in-depth, along with related readiness-building
practices of telehealth and support for staff. This study has implications for the fields of
integrated care and implementation science because it generates hypotheses about which
elements of readiness impact implementation and sustainability of integrated care and
offers strategies to build readiness for integrated care.
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CHAPTER 1
INTRODUCTION
The United States consistently spends drastically more on healthcare than other
high-income countries, but has worse health outcomes, including a lower life expectancy
and higher suicide rate (Tikkanen & Abrams, 2020; Squires & Anderson, 2015).
Furthermore, marked disparities exist in both physical and mental health outcomes
attributable to social determinants of health, such as race/ethnicity, socioeconomic status,
geographic location, and employment conditions (Alegria et al., 2018; Singh et al., 2017).
Though extensive resources are dedicated to healthcare, the health-related needs of
diverse individuals in the United States are not being met as effectively or efficiently as
they are in other developed nations. Additionally, relatively little is known about what it
takes to sustain healthcare interventions in the long-term (Aarons et al., 2016; Stirman et
al., 2012).
The integration of behavioral health and primary care (i.e., “integrated care”) is a
method to improve health equity and improve health outcomes (Jackson-Triche et al.,
2020; Satcher & Rachel, 2017). However, more research is needed to understand the
relationship between practice readiness, implementation, and outcomes of integrated care
over time. This study uses mixed methods to explore the relationship between readiness
factors and outcomes in clinical practices two-and-a-half to three-and-a-half years
following a capacity-building program. In the paragraphs that follow, integrated care,
practice readiness, and evaluation methods will be introduced.
1

Integrated Care
Fragmented care is among the largest barriers to mental health treatment and
quality mental healthcare in the United States, particularly for minority populations
(Stange, 2009; U.S. Department of Health and Human Services, 2001). Integrated care
addresses this issue by systematically coordinating services for primary care and
behavioral healthcare (i.e., mental health and substance use services; Peek, 2013).
Increasingly, medical practices and healthcare systems are implementing integrated care,
and integrated care has become a national priority (Peikes et al., 2012).
There are many models and variations of integrated care. Some illustrative
examples include Primary Care Behavioral Health and the Collaborative Care Model
(Collaborative Family Healthcare Association, n.d.). In the Primary Care Behavioral
Health model, behavioral health consultants work alongside medical providers in realtime. The Collaborative Care Model includes screening patients in a primary care setting
for mental health conditions and providing treatment by a consulting psychiatrist and care
manager, who work with the primary care team. The Substance Abuse and Mental Health
Services Administration (SAMHSA) also outlines varying degrees of care integration,
from minimal collaboration through full collaboration in transformed or merged practices
(Heath et al., 2013). Thus, the exact activities of integrated care may look different
depending on the context, needs, and capacity of practices, but it overall is associated
with positive health outcomes, as reviewed next.
Several reviews and meta-analyses have demonstrated the effectiveness of
integrated care for a variety of problem areas and populations. Results include evidence
that integrated care is effective in the treatment of depression for adults and adolescents
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(Agius et al., 2010; Richardson et al., 2014), has positive outcomes for behavioral
medicine concerns, such as sleep and physical activity (Funderburk et al., 2018), and
improves behavioral health outcomes relative to usual care in a primary care setting for
children (Asarnow et al., 2015). Primary care practices that provide integrated care have
demonstrated improved clinical outcomes and quality of life for their patients (Arean et
al., 2005; Ell et al., 2010; Satcher & Rachel, 2017; Yeung et al., 2010). Positive clinical
outcomes demonstrate that integrated care works, but they do not offer information about
what it takes for practices to implement integrated care with quality; implementation
science explores this question.
Implementation Science
Implementation science is a field of study that emerged to address questions about
what it takes to achieve outcomes in real-world healthcare settings. It is defined as the
“scientific study of methods to promote the systematic uptake of research findings and
other evidence-based practices into routine practice, and, hence, to improve the quality
and effectiveness of health services” (Eccles & Mittman, 2006, p. 1). A seminal
implementation science framework, the Interactive Systems Framework (ISF) for
dissemination and implementation, provides guidance on how to bridge the gap between
science (i.e., evidence-based practices developed in research settings) and practice (i.e.,
practices delivered in the field) (Wandersman et al., 2008). The ISF delineates three
interrelated systems: Synthesis and Translation System (distills information about
innovations, i.e., programs, practices or processes new to a system), Support System
(supports the work of those who put innovations into practice, for example through
training or technical assistance), and Delivery System (implements the innovation in the
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field). These systems are nested within the context of funding, macro-policy, sociopolitical climate, and existing research and theory. These systems should work together to
implement and disseminate innovations with quality. The ISF has evolved to
acknowledge the importance of organizational readiness (Scaccia et al., 2015); the
Support System can build readiness of Delivery Systems to implement innovations
through training, technical assistance, or other supports. Though it is well established that
integrated care can lead to positive outcomes, little is known about the relationship
between readiness and implementation or client outcomes. Therefore, this study
specifically examines how readiness impacts outcomes in integrated care.
Organizational Readiness
Organizational readiness is widely recognized as an important factor in
implementation (Drzensky et al., 2012; Greenhalgh et al., 2004; Holt & Vardaman, 2013;
Weiner, 2009). In an effort to provide user-friendly resources to help support systems
focus their implementation support, Scaccia et al. (2015) developed an organizational
readiness heuristic that is nested within the ISF (see Figure 1.1). This model of readiness
is comprised of factors empirically demonstrated to impact the successful implementation
of innovations (Scaccia et al., 2015). Organizational readiness is the willingness
(motivation) and ability (capacity) to adopt an innovation (program, policy, practice)
(Flaspohler et al., 2008; Wandersman et al., 2008; Weiner, 2009; Weiner et al., 2008).
Thus, the readiness heuristic is referred to as R=MC2 (Readiness = Motivation x General
Capacity x Innovation-specific Capacity). Motivation refers to the “perceived incentives
and disincentives that contribute to the desirability to use an innovation” (Scaccia et al.,
2015). General capacity refers to the overall functioning of an organization (Scaccia et
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al., 2015). Innovation-specific capacity refers to the human, technical, and fiscal
conditions that are important for successfully implementing a particular innovation with
quality (Flaspohler et al., 2008; Scaccia et al., 2015). These three components of
readiness are broken down into subcomponents, described in Table 1.1.
R=MC2 has been applied in a variety of contexts, including healthcare, armed
services, schools, community coalitions, and national government agencies (Domlyn et
al., 2021; Domlyn & Wandersman, 2019; Kingston et al., 2018; Readiness Building
Systems, 2018; Scott et al., 2017). R=MC2 has demonstrated utility for assessing which
organizations are most ready to engage in programs, addressing implementation barriers
and highlighting implementation strengths (Kingston et al., 2018; Readiness Building
Systems, 2018; Scott et al., 2017). However, none of the research on R=MC2 has
empirically tested how elements of readiness relate to outcomes. In fact, a recent
randomized controlled trial of a different model (i.e., Weiner, 2009) of readiness for
change found that change commitment (i.e., intention to implement change) was not
predictive of implementation effort (Helfrich et al., 2018). Though the conceptualization
and measurement of readiness in that study differed slightly from R=MC2, it highlighted
that more research is needed to understand the connection between readiness and
implementation outcomes. Therefore, the main aim of the present study is to examine the
relationship between readiness, implementation, and client outcomes in the context of
integrated care.
R=MC2 was first applied in the context of integrated care by Scott et al. (2017),
who introduced the heuristic as a way to assess and monitor readiness for integrated care
in healthcare practices. They developed the Readiness for Integrated Care Questionnaire
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(RICQ) as a tool for this assessment and reflection process. Examining the process of
integrated care implementation in this way surfaced critical barriers to implementation of
integrated care as well as practice strengths to be leveraged, guided decisions about how
limited practice resources would be best allocated, and informed programmatic
improvements. However, there is a remaining need to understand how readiness impacted
implementation and clinical outcomes after funding for this project ended. The present
study follows-up on Scott et al.’s (2017) study, to examine how readiness
subcomponents, including those measured with the RICQ, impact outcomes of integrated
care over time.
Measuring outcomes of complex interventions in complex systems
It is challenging to measure outcomes of healthcare innovations because
healthcare is becoming increasingly complex (Plsek & Greenhalgh, 2001). Plsek and
Greenhalgh (2001) defined complex adaptive systems, such as healthcare, as “a
collection of individual agents with freedom to act in ways that are not always totally
predictable, and whose actions are interconnected so that one agent’s actions change the
context for the other agents” (p. 1). They argue that this complexity calls for a new
approach to understanding outcomes, including abandoning linear models, and
responding flexibly to emerging patterns.
Similarly, many interventions being implemented in healthcare settings are
complex in nature. Complex interventions are comprised of multiple interacting
components and are often difficult to implement and/or target multiple organizational
levels (Moore et al., 2015). Integrated care is a complex intervention, often implemented
in complex settings (Goodwin, 2013; Plsek & Greenhalgh, 2001). Quality
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implementation of integrated care requires multiple complex interventions at micro (i.e.,
clinical integration), meso (i.e., intra- and inter-organizational and professional
integration), and macro (i.e., system integration) levels, making it very challenging to
create a simple model for implementation or evaluation (Goodwin, 2016; Valentijn et al.,
2013).
Evaluators can achieve confidence in their conclusions about intervention
effectiveness by conducting a process evaluation, which measures and monitors
implementation. Process evaluations illuminate the causal chain and linkages between
program activities and observed outcomes. In the context of complex systems, process
evaluations capture the multiple components of an intervention and the interaction
between those components and a setting. An outcome evaluation that does not include a
process evaluation has been described as a “black box” that does not inform why or how
a program did or did not work (Substance Abuse and Mental Health Services
Administration, 2016).
Moore et al. (2015) developed a framework for process evaluation of complex
interventions that includes understanding causal assumptions and examination of the
implementation (i.e., the implementation process and what is delivered), mechanisms of
impact (i.e., participant interactions with the intervention, mediators, and unexpected
consequences), and contextual factors (i.e., mechanisms within the context that maintain
status quo or potentiate effects) surrounding an intervention that influence outcomes.
This framework addresses some of the concerns raised by Plsek and Greenhalgh (2001)
about evaluating outcomes in complex systems, because it takes into account interactions
between context, implementation, and the intervention itself, in a non-linear process. The
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present study aims to elucidate elements that are associated with outcomes in integrated
care intervention through retrospective process evaluation that examines readiness,
implementation, and other relevant factors (e.g., mechanisms of impact, context)
surrounding the intervention that influence outcomes.
Implementation of Integrated Care in the Time of Covid-19
The Coronavirus Disease 2019 (Covid-19) is an exigent contextual factor that
emerged during the time of this study. Originating in December 2019, the Coronavirus
Disease 2019 (Covid-19) rapidly became the “latest threat to global health (Fauci et al.,
2020).” Covid-19 threatened both the physical and mental health of individuals (Xiong et
al., 2020) and created a crisis for businesses (Seetharaman, 2020). Businesses, including
healthcare practices, had to shift swiftly to operate with minimal physical contact with
consumers. Though this presented challenges, it also presented opportunities for
innovation (Seetharaman, 2020). For example, healthcare practices have ramped up their
provisions of telemedicine to meet the needs of patients during this time (though this
comes with its own barriers such as reimbursement and credentialing; Hollander & Carr,
2020). It would be impossible to discuss influences on implementation of healthcare
initiatives without mention of the Covid-19 pandemic. Therefore, this process evaluation
specifically examines the impact of the context of Covid-19 on readiness for integrated
care.
Evaluation of Implementation
In the interest of advancing implementation research, Proctor et al. (2011)
proposed a taxonomy of eight implementation outcomes that are indicators of
implementation processes and success. These differ slightly from the elements of
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implementation noted by Moore et al. (2015), but are widely accepted in the field of
implementation science. Implementation outcomes are defined as “the effects of
deliberate and purposive actions to implement new treatments, practices and services”
(Proctor et al., 2011, p. 1): acceptability, adoption, appropriateness, costs, feasibility,
fidelity, penetration, and sustainability (for definitions, see Table 1.2). Different
implementation outcomes are described as differentially important throughout the stages
of implementation (for example, they identify appropriateness and feasibility as most
salient during early-stage implementation, versus sustainability, which is most salient
during late implementation). Proctor et al. (2011) argued that when bringing interventions
from laboratory settings to community settings, measuring implementation effectiveness
allows you to make the critical distinction to determine if an intervention fails because it
was ineffective or because it was implemented ineffectively. Their conceptual model
suggests that implementation outcomes precede client outcomes (i.e., client satisfaction,
function, and symptomatology).
Implementation of Integrated Care
Several reviews have examined implementation outcomes of integrated care
interventions. Multiple reviews have demonstrated patient satisfaction (i.e., acceptability)
with integrated care interventions, including those targeting young people (Hetrick et al.,
2017) and patients with depression of all ages (Agius et al., 2010). Agius et al. (2010)
also examined the cost of integrated care in their review, finding that there was a costbenefit, despite initial increased costs. In a mixed-methods study of 11 practices
implementing integrated care, Davis et al. (2013) noted that most integrated care
outcomes were researched in the context of randomized controlled trials; they sought to
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understand what it would take to implement integrated care in real-world settings. They
collected in-depth early implementation data that demonstrated the importance of
improving workflow, using leadership to support culture change, and developing capacity
to track data for quality improvement purposes. Few studies examine implementation in
such depth.
Brown et al. (2018) identified gaps in the literature surrounding the evaluation of
implementation of integrated care initiatives in early childhood. They conducted a
systematic review of the effectiveness and readiness for scale-up of 44 behavioral health
programs in pediatric primary care. Their results identified several gaps in the extant
literature, leading the authors to call upon researchers to address these gaps in a variety of
ways, including collecting data about intervention delivery, evaluating implementation,
conducting longitudinal studies to collect long-term outcomes, testing the mechanisms of
action of integrated care interventions, and better understanding the feasibility of
integrated care in different settings. There is a need for more research focusing on
implementation of integrated care interventions in real-world settings, in order to provide
better support to practices implementing integrated care.
Focus on Sustainability
Sustainability is defined as “the extent to which a newly implemented treatment is
maintained or institutionalized with in a service setting’s ongoing, stable operations”
(Proctor et al., 2011, p. 70). Sustainability is an increasingly important implementation
outcome for funders and implementers because despite initial infusion of funding for
healthcare programs, we often know little of what remains when that funding ends
(Scheirer, 2005; Scheirer & Dearing, 2011). It is possible that all or some components of
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the intervention may be sustained, or conversely it may be discontinued or replaced
(Scheirer, 2005). Prior research has hypothesized that organizational characteristics
(some of which overlap with readiness subcomponents) that lead to strong
implementation will also lead to sustainability (Johnson et al., 2017; Scheirer, 2005).
Sustainability is infrequently measured in studies of integrated care (Kenworthy, 2018),
and when measured, is generally described in terms of success with billing and funding,
and less frequently other factors such as attendance, productivity, and percent of families
who use services (Cederna-Meko et al., 2016; Hansel et al., 2017; Oppenheim et al.,
2016; Sarvet et al., 2017). The relative dearth of sustainability data in integrated care
calls for additional long-term research. Thus, the present study explores additional
influences on sustainability of integrated care, in more detail than other implementation
outcomes.
Aims and Hypotheses
In order to strengthen hypotheses and build theory about what it takes to
implement and sustain integrated care with quality and in a way that achieves desired
outcomes in diverse settings, after implementation support ends, the aims of this study
are as follows:
1) Determine how readiness is associated with sustainability of integrated care.
2) Determine how readiness is associated with other implementation outcomes in
integrated care.
3) Determine how readiness is associated with client outcomes in integrated care.
4) Determine the readiness subcomponents most commonly described as facilitators
and barriers to integrated care.
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5) Examine how practices build and/or maintain readiness for integrated care over
time.
6) Explore other contextual factors/mechanisms of impact, including the COVID-19
pandemic, that influenced sustained integrated care implementation.
We hypothesized that practices that had higher readiness at the completion of an
integrated care training program would (1) be more likely to have sustained integrated
care, (2) have more successful implementation outcomes, (3) have more positive client
outcomes at follow-up than practices with lower readiness. We hypothesized that there
would have been readiness-related facilitators and barriers that emerged to influence
implementation. This study explores strategies that practices used to address
implementation barriers and maintain readiness for integrated care. Additionally, we
hypothesized that there would be contextual factors/mechanisms of impact, including the
Covid-19 pandemic, that influenced these relationships. See Figure 1.2 for the
hypothesized theory of change.
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Table 1.1 R=MC2 Subcomponent Definitions

Relative Advantage
Compatibility

Complexity

Ability to Pilot
Observability
Priority

Innovation-specific
Knowledge & Skills
Champion
Supportive Climate

Inter-organizational
Relationships
Culture
Climate
Innovativeness
Resource Utilization
Leadership
Structure

Staff Capacities

Motivation
Degree to which the innovation is perceived as better than
the current practices being used by the organization.
Degree to which an innovation is perceived as being
consistent with the existing values, cultural norms, and
needs of an organization.
Degree to which an innovation is perceived as relatively
difficult to understand and use; having a number of different
components.
Degree to which an innovation can be tested and
experimented with.
Degree to which outcomes that result from the innovation
are visible to others.
Degree to which an innovation is expected, rewarded, and
supported; if it is mandated or required.
Innovation-specific Capacity
Set of knowledge, skills, and abilities that are needed in
order to implement with quality and reach intended
outcomes.
Individual(s) who put organizational weight behind an
innovation.
Extent that the innovation is tangibly supported by the
organization (e.g., policies and resources support the
innovation)
We have the necessary relationships between organizations
that support this innovation.
General Capacity
Set of expectations about how things are done in an
organization.
How employees collectively perceive, appraise, and feel
about their current work environment.
Receptiveness of an organization to change.
How resources are acquired and used.
How effectively management sets tone and expectations for
an organization.
Organizational architecture, size, specialization, power
structures, staff autonomy, staff cohesiveness,
communication pathways, and internal decision-making
processes that can impact how well an organization
functions on a day-to-day basis.
General skills, education, and expertise that the staff
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possess.
Process Capacities
Ability of an organization to plan, implement, and evaluate.
Note. Adapted from Scaccia et al., 2015 and Scott et al., 2017
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Table 1.2 Implementation Outcomes and Definitions
Implementation
Outcome
Acceptability

Abbreviated definition

Perception among implementation stakeholders that a given
treatment, service, practice, or innovation is agreeable, palatable, or
satisfactory. Does not include general consumer satisfaction such as
waiting times, scheduling, and office environment.
Adoption
The intention, initial decision, or action to try or employ an
innovation or evidence-based practice.
Appropriateness The perceived fit, relevance, or compatibility of the innovation or
evidence-based practice for a given practice setting, provider, or
consumer, and/or perceived fit of the innovation to address a
particular issue or problem. May be a function of the organization’s
culture or climate.
Feasibility
The extent to which a new treatment, or an innovation, can be
successfully used or carried out within a given agency or setting.
Typically, this construct is assessed retrospectively as an
explanation of success or failure, reflected by recruitment, retention,
or participation rates.
Fidelity
The degree to which an intervention was implemented as it was
prescribed in the original protocol or as it was intended by the
program developers. This construct typically measures adherence to
the program protocol, dose or amount of program delivered, and
quality of program delivery.
Implementation The cost impact of an implementation effort. Some studies combine
Cost
cost estimations with patient outcomes to calculate costeffectiveness.
Penetration
The integration of a practice within a service setting and its
subsystems. Can be calculated as number of service
recipients/persons eligible or providers who deliver the
service/providers trained in the service.
Sustainability
The extent to which a newly implemented treatment is maintained
or institutionalized within a service setting’s ongoing, stable
operations.
Note. Adapted from Proctor et al., 2011
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Figure 1.1 Interactive Systems Framework for Dissemination and Implementation and
Readiness
Note. Adapted from Scaccia et al., 2015

16

Figure 1.2 Theory of Change
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CHAPTER 2
METHOD
Setting
Integrated Care Leadership Program
This is a follow-up study of practices that participated in the Integrated Care
Leadership Program (ICLP), housed in the Kennedy-Satcher Center for Mental Health
Equity in the Satcher Health Leadership Institute at Morehouse School of Medicine. The
ICLP involved 19 participating healthcare practices located in eleven states across two
cohorts: cohort one was a 12-month hybrid online and in-person program from January –
December 2016; cohort two was a six-month online program from May – October 2017.
Fourteen of these practices were in urban areas, four rural, and one in a suburban area.
Six practices were federally qualified health centers, four were public non-profits, five
were private non-profits, one was for-profit, and three were non-specified. Fifteen of the
19 sites that joined the ICLP completed the program.
The goal of the ICLP was to promote health equity among vulnerable populations
by strengthening capacity among providers and clinics to implement and sustain
integrated behavioral health and primary care. The program components of the learning
collaborative included an online curriculum focused on transformative leadership,
essentials for practice change and improvement, and sustainability; monthly webinars;
technical assistance and coaching, including site-visits; clinical data analysis;
organizational readiness assessments; and mini-grants for select practices. Organizational
18

readiness assessments included the RICQ (described in ‘Measures’) and a briefer
assessment called the Activity-specific Readiness Tool (ART), which was only
administered in the second cohort and is outside of the scope of the present study.
Participating sites identified their own goals for the program (e.g., staff trainings,
workflow modifications, implementing and/or expanding behavioral health screening
practices, etc.) and conducted monthly Plan-Do-Study-Act cycles (PDSAs; quality
improvement tools) on those specific goals. Figure 2.1 depicts the timeline and major
activities of the ICLP.
Recruitment
We aimed to recruit one key informant from each of the 15 practices that
completed the ICLP. We requested that practices identify an ideal candidate who would
have participated in the ICLP, worked at the practice for over three years, been a core
member of a team managing the implementation of integrated care, and have knowledge
in the following areas: (1) integrated care initiatives since the ICLP ended (2016 or 2017,
depending on cohort), including challenges and successes of implementation, (2)
implementation outcomes of integrated care, for example, if staff are satisfied with
integrated care, if it is implemented with fidelity, if integrated care is cost-effective, and
(3) its impact on client outcomes, such as improvements on indicators of physical and/or
mental health. Practices were excluded from the study if they did not complete the ICLP
and/or if there was no individual who could report on integrated care implementation
since the ICLP ended.

19

Participants
Eight key informants from eight practices enrolled and completed the initial study
survey and interview. Of the participants, half (n=4) were in administrative roles (e.g.,
practice manager, director of training) and half (n=4) were practitioners. Of the
practitioners, three practiced behavioral health and one practiced medicine; two were in
supervisory roles (one medical, one psychological). All participants were involved in
integrated care operations, with the majority leading integrated care efforts in their
practice.
Three of the practices represented participated in the first ICLP cohort and five
participated in the second. Two practices were primarily behavioral health centers,
whereas six were primary care clinics. The target population varied by practice, with five
serving children, seven serving adults, and three serving geriatric populations (categories
being non-exclusive). Some practices began implementing integrated care up to four
years before enrolling in the ICLP, whereas others began planning during the ICLP. The
practices that key informants represented were located throughout the United States. The
majority of the practices were located in the southeast, specifically with four in Atlanta,
GA. Six practices were in urban settings, whereas one was in a suburban setting, and one
was rural. Practices varied in terms of funding (e.g., public, private, non-profit). Most
practices were part of a larger health system; only one was an independent for-profit
practice. Based on SAMHSA’s six levels of collaboration/integration (Heath, Wise
Romero, & Reynolds, 2013), both behavioral health centers were at Level Two (i.e.,
basic collaboration at a distance), whereas all primary care centers were between Levels
Four and Six (i.e., close collaboration onsite with some system integration through full
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collaboration in a transformed/merged practice). Two participants were lost to follow-up
at the second interview and three at the third interview. See Table 2.1 for participant and
practice-level demographic details.
Measures
Secondary Data: Readiness for Integrated Care Questionnaire (RICQ)
The RICQ is an 82-item quantitative survey that assesses the components (i.e.,
motivation, innovation-specific capacity, and general capacity) and subcomponents (e.g.,
16 subcategories of the readiness components including relative advantage, leadership,
and supportive climate) of the R=MC2 model (Scott et al., 2017). At least three
informants from each practice completed the RICQ. Response choices were on a 7-point
Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree). Some items required
reverse scoring (i.e., items about complexity), after which higher scores indicated greater
readiness for all items. Items within each subcomponent are averaged to create
subcomponent-level scores; subcomponents within each component are averaged to
create component-level scores. The scores between informants from each practice were
averaged to create aggregate practice-level scores. Reliability statistics (Cronbach alphas)
for the subcomponents of the readiness questionnaire from which the RICQ was adapted
ranged from .73 to .95. Further details about the RICQ and its administration can be
found in Scott and colleagues (2017) .
The RICQ was administered during the ICLP at multiple time points. This study
uses the final administration data from each cohort because practices have reported
anecdotally that they sometimes do not respond accurately at initial administration. This
is supported by a study of another readiness measure, indicating that baseline readiness
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data may be unreliable until participants have gained experience with implementation of
an innovation (Helfrich et al., 2018). Additionally, we did not want to confound the
effects of programmatic elements of the ICLP on readiness.
Survey
An online survey was developed to collect the following information: (1) short
answer demographics questions (e.g., participant and practice information), (2) multiple
choice questions about how readiness components influenced integrated care successes
and challenges after the ICLP was completed (e.g., was each readiness subcomponent a
facilitator, barrier, both, or not influential in sustaining integrated care; which were most
influential), (3) Likert scale from 1 (strongly disagree) to 7 (strongly agree) items about
mid-late implementation outcomes of sustainability, acceptability, adoption, fidelity,
implementation cost, and penetration, and (4) Likert scale (same as previous) items about
how far practices came toward achieving their unique clinical outcome goals. Responses
to these survey items were discussed in detail during the interview. To view the survey,
see Appendix A.
Readiness for Recovery and Resilience Tool (RRR)
The RRR was designed by researchers at the Wandersman Center as a semistructured guide to assess organizations’ readiness to implement new or existing
initiatives in the context of the significant impacts of Covid-19 (Kolodny-Goetz et al.,
2021). Like the RICQ, its questions are derived from the subcomponents of the R=MC2
model, and the questions were adapted specify integrated care as the target innovation.
For example, regarding the R=MC2 subcomponent of Priority, the tool offers three
questions: “How have priorities in general shifted at your organization since Covid-19?
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Please describe.,” “Is integrated care a priority at your organization given Covid-19?
Please describe,” and “Who is integrated care a priority for during this time?” Questions
are intentionally open-ended to allow participants to elaborate on their practice’s
experience, detail how they overcame challenges, and describe the influence on
additional readiness subcomponents, if relevant. To maximize efficiency and reduce time
burden on participants, select salient subcomponents were chosen for the purposes of this
study. The subcomponents were determined through discussion with readiness experts,
including a team of researchers who have already used this interview protocol with other
organizations (Kolodny-Goetz et al., 2021) and through examining themes from initial
study interviews. The interview included inquiries related to readiness subcomponents of
priority, compatibility, innovation-specific knowledge and skills, supportive climate,
resource utilization, and staff capacity. See Appendix B for the RRR protocol used in this
study.
Procedure
Follow-up Study
The present study followed-up with practices two-and-a-half to three-and-a-half
years following their participation in the ICLP (see Figure 2.2).
IRB Approval
This study was reviewed by the University of South Carolina’s Institutional
Review Board (IRB) and was deemed exempt from IRB oversight.
Recruiting Participants
Purposive (also described as purposeful) sampling allowed for identification the
individuals whose perspectives would guide the research (Palinkas, 2014). All individuals
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who completed in the ICLP were emailed to request who the appropriate key informant
on integrated care at their practice was, according to inclusion and exclusion criteria. The
identified key informant was then sent an email containing information about the purpose
of study, requirements for participation, and contact information for the principal
investigator.
Compensation
Participants were offered up to $85 in Amazon gift cards for participating in the
study. They were paid $10 for completing the survey, $25 for the initial interview, $25
for the RRR interview, and $25 for the final debriefing interview. Participants were also
offered a brief, written summary of preliminary study results at the time of the debriefing
interview, and will be provided with copies of any materials for future result
dissemination (e.g., publications).
Survey
Participants were emailed a link to the online survey. The survey contained an
invitation to participate in the study and required that participants select if they were
interested in participating. Participants were asked to provide any data that may support
their survey responses, if available. Archival data may demonstrate gaps between
reported and actual practice (Hamilton & Finley, 2019). At the close of the survey,
participants were provided with information about scheduling their first interview.
Developing Interview Protocol
The interview guide was piloted with individuals knowledgeable about the topic
(i.e., researchers involved in the ICLP, colleagues in the field of psychology, and a
mental health professional working in an integrated care setting) and was altered based
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on feedback. Additionally, we attempted to contact the four practices that did not
complete the ICLP to invite them to pilot test the survey and initial interview but did not
receive any responses. These pilot participants were offered compensation as well (up to
$35 in Amazon gift cards: $10 for completing the survey and $25 for completing the
interview).
Initial Interviews
Interviews were conducted via web-based video-conference service, Zoom.
Interviews were double recorded (i.e., recorded via Zoom and via separate audio
recording) to allow for transcription. Interviews with key informants were conducted
following a semi-structured interview guide that covered the following topics: (1)
introduction, (2) review of demographics, (3) influences on integrated care successes and
challenges after the ICLP was completed, (4) mid-late implementation outcomes
(primary focus on sustainability; additional implementation outcomes of acceptability,
adoption, fidelity, implementation cost, and penetration), (5), clinical outcomes (unique
to each practice), and (6) summary and closing. The questions also allowed participants
to elaborate on strategies used to build readiness for integrated care, for example by
asking what contributed to successes and what it took for practices to achieve client
outcome goals. The interview protocol can be viewed in Appendix C.
RRR Interviews
Following the completion of initial interviews, participants were asked to
complete a second round of interviews via Zoom, specifically targeting their practices’
experiences implementing integrated care during the Covid-19 pandemic. These semistructured interviews were guided by the RRR tool. This element of the study protocol
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was added after participants initially consented, due to the unexpected and ongoing
impact of Covid-19. Because it was not in the initial consent forms, participants were
asked to provide verbal consent again for this new study procedure.
Final Debriefing Interviews
Following data analysis, participants were re-contacted and asked to participate in
a final interview. A brief summary of results was created and shared with participants
(see Appendix D). The aim of the interviews was to share preliminary findings. This
objective allows participants an opportunity to review, confirm, and elaborate on the
findings (Palinkas, 2014), and to probe for emergent salient themes. These interviews
were again offered via Zoom.
Archival Data Collection
Clinic websites were searched to determine if they provided any information
about implementation of integrated care, in order to triangulate with qualitative data
(described further in “Qualitative Analysis” section). Any information about integrated
care efforts was recorded. Notably, the recency and accuracy of information on websites
could not be confirmed through the websites alone; however, the purpose of collecting
these data was to compare it with reports from participants. As noted above, during the
initial survey, participants were asked if they would share data supporting their responses
about implementation or clinical outcomes, which were also recorded.
Analysis
Demographic Information
Secondary demographic information collected during the ICLP and primary data
collected during interviews were synthesized and summarized. These contextual factors
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are described in detail to ensure transferability (Lincoln & Guba, 1986). We considered
how these demographic or contextual factors influenced outcomes of qualitative data.
Rationale for Mixed-Methods Study
In a mixed methods study, the researcher collects and analyzes data, integrates
findings, and draws inferences using both qualitative and quantitative approaches
(Tashakkori & Creswell, 2007). Quantitative and qualitative data can be helpful for
describing data and testing hypotheses; quantitative research can make data collection
easier and assist with interpreting findings (Miles et al., 2020), and qualitative data
provides many advantages described in the following paragraphs.
Qualitative research aligns with many questions that implementation researchers
seek to answer regarding the “hows” and “whys” of intervention success (Greenhalgh et
al., 2016; Hamilton & Finley, 2019). Recognizing its importance to the field of
implementation science, several recent papers have been published to orient
implementation scientists to qualitative methods (Hamilton & Finley, 2019; QalRIS,
2019). These papers have guided the methods for the present study.
In the field of implementation science, qualitative data collection is typically
driven by an implementation framework (Hamilton & Finley, 2019). This is consistent
with the study objective of examining the role of R=MC2 in implementation and clinical
outcomes. Additionally, qualitative research allows one to obtain pilot data and generate
new hypotheses (Palinkas, 2014); this allows for emergence of new themes as well.
Researchers have previously demonstrated the utility of qualitative research in the
context of integrated care. Qualitative research has proven a useful tool for examining the
implementation of complex collaborative care and shared care interventions by bringing
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context to the forefront of evaluation (Byng et al., 2008; Wozniak et al., 2015).
Additionally, a previous study aligned qualitative research questions with implementation
outcomes to evaluate the implementation of mental health interventions (Hamilton &
Finley, 2019).
Qualitative Analysis
Interviews were transcribed by research assistants. Transcriptions were then
uploaded and coded using NVivo (QSR International). A hybrid deductive and inductive
approach that integrates codes derived from the R=MC2 framework with data-derived
codes was taken (Fereday & Muir-Cochrane, 2006). Combining inductive and deductive
approaches allows researchers to draw on emergent ideas from the data and from existing
frameworks (Bradley et al., 2007). Emergent versus a priori themes were specified in the
codebook. Quotes were recorded to support themes.
A coding framework, including emergent themes, was developed based on the
convergence between two coders on the first three interviews. Inter-rater reliability using
Cohen’s Kappa for readiness subcomponents ranged from .74 to 1.0, with the exception
of complexity, for it was not calculated due to low incidence of coding (i.e., it was only
coded one time, by one rater). Cohen’s Kappa for implementation outcomes ranged from
.88 to 1.0. Cohen’s Kappas for valence (i.e., barrier, facilitator, no valence) were between
.68 and .92. Finally, the Cohen’s Kappa for readiness building strategy was .73, though
the specific strategies continued to emerge during the remainder of coding. All Cohen’s
Kappa statistics fell above published standards (at least 0.40; Fleiss, 1981). After
assessing reliability, both coders met to reach consensus on remaining discrepant codes
and further refine the codebook. This coding scheme was used for the remaining
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interviews, coded independently by the primary coder. The final codebook is included in
Appendix E.
Qualitative interviews were then analyzed using content analysis to examine the
association between various codes. Content analysis is a method of dealing quantitatively
with qualitative data by counting the frequency of concepts found in the data (Miles et
al., 2020). Advantages of this approach include its objective and systematic methods that
allow a proxy for significance (though cautiously interpreted), its user-friendliness, and
utility for large amounts of data; limitations include the threat of removing concepts from
their context or concepts occurring more frequently due to reasons outside of significant
meaning (e.g., a person’s speech, person’s greater willingness to discuss; Vaismoradi et
al., 2013). Due to the length of interviews, number of research questions, and therefore
relatively large amount of data this approach was deemed appropriate. Contextual factors
were noted, and salient contextual themes were described to ensure that the data were not
devoid of context.
To determine the association between readiness subcomponents and outcomes
(both implementation outcomes, including sustainability, and client outcomes), a matrix
coding query was run on NVivo to ascertain the number of times readiness
subcomponents were referenced in relation to each outcome during the first two
interviews. To determine the most influential areas of readiness for integrated care, a
matrix query was used to examine the number of times each readiness subcomponent was
referenced as a facilitator or barrier during the first two interviews. To determine
readiness building strategies, the excerpts coded as readiness building strategies were
reviewed and divided into sub-themes. A crosstab query was then run examining the
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number of references of each strategy, stratified by interview (i.e., interview one, which
was about general integrated care implementation, or interview two, which was specific
to implementation during Covid-19). The most commonly referenced practices were
identified. Finally, the major contextual factor that emerged during interviews was
Covid-19. A matrix query was conducted examine the number of facilitators and barriers
referenced in relation to each readiness subcomponent inquired about in the RRR. Along
with each query, quotes were examined and pulled for more in-depth, illustrative
examples to support the findings.
Ensuring Reliable and Valid Qualitative Coding
In addition to the approach described above for checking inter-rater reliability,
additional measures were taken to ensure credibility of the qualitative analysis. Prolonged
engagement involved conducting multiple interviews over time (QalRIS, 2019). A
construct check was conducted for text excerpts, ensuring that they are consistent with
construct definitions (Kloos et al., 2005). Member checking (i.e., sharing a brief summary
of findings with participants) allowed participants to provide feedback about the accuracy
of the interpretation of their data (Lincoln & Guba, 1986; Palinkas, 2014). Finally,
archival data were triangulated with qualitative responses (Lincoln & Guba, 1986).
Quantitative Analysis Using Secondary Data
These quantitative analyses were conducted after qualitative analyses to minimize
researcher bias about which practices would have positive or negative outcomes based on
RICQ scores. Because we sought to understand how overall readiness impacted
outcomes, we calculated a total readiness score. This was created by averaging the three
component scores. Descriptive statistics were used to examine the relationship between
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RICQ scores from 2016 or 2017 (depending on cohort) in relation to participant ratings of
implementation and client outcomes on the follow-up survey. The descriptive statistics
included calculating range, mean, and standard deviation of RICQ scores. Data were also
visualized through scatter plots to demonstrate the relationship between RICQ scores and
outcome ratings. Finally, Spearman rank correlations were also calculated as a measure
of the strength of the association between the RICQ scores and outcome ratings.
Spearman rank-order correlations are appropriate to compare continuous (i.e.,
total RICQ scores, which are averages of component scores) and ordinal (i.e., outcome
ratings, which are measured on 7-point Likert scales; Khamis, 2008). However, given the
small sample size in this study, correlations should be interpreted with caution and
viewed as hypothesis-building. Very small sample size may suggest the presence of a
relationship when it does not exist (i.e., Type 1 error; Aggarwal & Ranganathan, 2016).
There is also potential for Type 2 error, because the study is underpowered to detect a
significant effect. Power analysis was conducted using G*Power 3.1.96 (Faul, Erdfelder,
Buchner, & Lang, 2009). For a two-tailed bivariate normal model of correlation, with
alpha of 0.05, power of 0.80, and correlation of 0.5 (large effect size), the total sample
size would equal 29; smaller effects would require significantly larger samples. Effect
sizes will also be examined, using Cohen’s (1998) conventions (.10 - small; .30 moderate, .50 - large) that are commonly used in psychology research.
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Table 2.1 Participant and Practice Demographic Information
Participant
Role type

ICLP
Cohort

Target
Primary
Population Focus

2 Administrator

Child,
adult,
2 geriatric
Child,
adult,
2 geriatric

3 Administrator

1 Geriatric

Primary
Care

2 Adult

Primary
Care

1 Administrator

c

4

Practitioner
(medical)

7b

Practitioner
(behavioral
health)

32
6

Practitioner
(behavioral
health)
Practitioner
(behavioral
health)

5a
b

8 Administrator

Primary
Care

Region

2017 Southeast

Level of
integration

Setting

Type

Suburban

Private not
for profit
health system

6
5

Primary
Care

2013 Northeast

Urban

FQHC with
multiple sites

2014 Midwest

Urban

Non-profit
health system

6

Urban

Public health
system

4

Urban

For-profit
independent
practice

2

2015 Southeast

Urban

Public health
system

6

2015 Midwest

Rural

Non-profit
health system

6

Urban

Non-profit,
subsidiary of
health system

2

Behavioral
1 Child, adult health
1 Adult

Began
Integrated
Care

Primary
Care

Primary
2 Child, adult Care
Child
(85%),
adult
Behavioral
2 (15%)
health

2017 Southeast

2016 Southeast

2017 Southeast

Note. FQHC = federally qualified healthcare center. a participant did not complete interview 2. b participant did not complete interview
3. c participant did not
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Timeline%of%Readiness%Assessments%in%ICLP%

ICLP%Cohort%2%
May%– Nov%2017

ICLP%Cohort%1
Jan%2016%– Jan%2017

Dec.%2015

Jun.%2016

Mar.%2016
e%1 6)
m
%Ti 3/1
CQ 15/
I
R 2/
(1

Dec.%2016

Jun.%2017

Sept.%2016
e%2
Tim
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C
RI /16
(6

Mar.%2017
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e%1 )
Tim /17
%
CQ /5
RI /17
(4

e%3
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C
RI 1/1
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ICLP%Activities:
•
Kickoff%&%summit%events
•
Modules:%(1)%Leadership,%(2)%Practice%Change%&%Improvement,%(3)%Sustainability
•
Monthly%coaching%calls
•
Monthly%Webinars
•
Data%reporting%required%monthly%using%PDSA

Figure 2.1 Timeline & Main Activities of ICLP
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Figure 2.2 Timeline of ICLP and Follow-Up Study
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CHAPTER 3
RESULTS
Secondary RICQ Data
The RICQ total scores ascertained two-and-a-half to three-and-a-half years prior
to this follow-up study ranged from 4.88 to 6.29 (out of a possible high score of 7). The
mean score was 5.58, with a standard deviation of 0.54. These scores are compared to
other outcomes throughout the results, which are summarized in Table 3.1
(implementation outcomes) and Table 3.2 (client outcomes).
Research Question 1: In what ways is readiness associated with sustainability of
integrated care?
All participating practices sustained integrated care, though it was sustained to
varying degrees. In response to the item, “Readiness has been sustained in our practice,”
on the follow-up study survey, responses ranged from two (disagree) to seven (strongly
agree) (M=5.86, SD=1.89), with a mode of seven. The scatter plot illustrates the
relationship between RICQ total score and sustainability at follow-up (see Figure 3.1). A
Spearman’s rank-order correlational analysis indicates a moderate positive correlation,
but lacks statistical significance, rs(6) = .466, p = .244. Notably, the two behavioral health
practices, which were also at the lowest level of integrated care (level 2), provided the
lowest ratings of sustainability of integrated care.
However, it is clear that readiness factors influenced sustainability. During
interviews, practices reported on common barriers and facilitators to sustainability. See
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Table 3.3 for illustrative quotes by readiness subcomponent, which are referenced in the
text based on outcome (e.g., Sustainability = outcome 1), readiness subcomponent (e.g.,
sustainability + inter-organizational relationships = 1.1), and supporting quote (e.g.,
sustainability + inter-organizational relationships + quote 1 = 1.1.1). The most commonly
referenced subcomponents related to sustainability were inter-organizational relationships
(9 references), particularly those with payers (6 references), supportive climate (7
references), staff capacity (6 references), and structure (5 references).
Inter-Organizational Relationships
Participants described the importance of relationships with other organizations,
most commonly insurers and other agencies who could support integrated care billing. In
an illustrative example (Table 3.3, 1.1.1), a participant from a primary care practice
described the importance of their practice’s involvement in conversations with state-level
leaders to adjust licensing and reimbursement requirements to favor integrated care.
Similarly, a behavioral health practice saw insurers as a partner due to common goals of
reaching high utilizing populations (Table 3.3, 1.1.2). Both behavioral health practices
had minimal collaboration with primary care and described the importance of the
groundwork they had laid in collaborating with primary care practices, which would need
to continue to sustain integrated practice (Table 3.3, 1.1.3).
Supportive Climate
Participants reported on the usefulness of having organizational support for
integrated care. Several participants described the importance of organizational support
for folding integrated care into hiring practices (Table 3.3, 1.2.1). In these cases,
supportive climate overlapped with other key subcomponents like culture and staff
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capacity (e.g., ensuring that enough staff are hired and fit within a culture of integrated
care). Another participant more generally noted the importance of having resources for
integrated care activities like screening, for ensuring that it continues to be valued (Table
3.3, 1.2.2). More concrete resources, such as physical space and funding dedicated to
integrated care were also important (Table 3.3, 1.2.3).
Staff Capacity
Participants discussed the importance of having enough providers to sustain
integrated care with quality. This included having enough staff, especially staff providing
integrated care (e.g., behavioral health staff in a primary care setting), to meet the needs
of a busy clinic (Table 3.3, 1.3.1). This also overlapped with culture, as one participant
described the importance of having talented decision-makers in place who fit within the
culture of integrated care (Table 3.3, 1.3.2).
Structure
Structure also overlapped with staff capacity to some degree. As one participant
following a PCBH model described, because an adequate number of staff are necessary to
carry out processes with efficiency (Table 3.3, 1.4.1). Structural barriers were sometimes
present. For example, a participant from a practice that was part of a larger health system
noted that making system-level changes were difficult in her organization and were even
more challenging during the Covid-19 pandemic (Table 3.3, 1.4.2). Finally, structure
could be helpful in terms of creating protocols and workflows that include integrated care
activities (Table 3.3, 1.4.3).
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Research Question 2: In what ways is readiness associated with other
implementation outcomes in integrated care?
Overall, RICQ total scores correlated with implementation outcomes to varying
degrees but did not reach statistical significance. Results are detailed below by
implementation outcome. Given the small sample size, these findings should be viewed
as hypothesis-generating only. Qualitative findings highlight the readiness
subcomponents most frequently referenced in relation to each implementation outcome.
See Table 3.4 for illustrative quotes for each frequently referenced readiness
subcomponent, by implementation outcome. Quotes are referenced in the text based on
outcome (e.g., acceptability = outcome 1), readiness subcomponent (e.g., acceptability +
innovation-specific knowledge and skills = 1.1), and supporting quote (e.g., acceptability
+ innovation-specific knowledge and skills + quote 1 = 1.1.1).
Acceptability
In response to the item, “Staff in our practice find integrated care satisfactory,” on
the follow-up study survey, responses ranged from two (disagree) to seven (strongly
agree) (M=5.25, SD=1.75), with a mode of six. The scatter plot illustrates the relationship
between RICQ total score and acceptability at follow-up (see Figure 3.2). A Spearman’s
rank-order correlational analysis indicates a moderate positive correlation, but lacks
statistical significance, rs(6) = .466, p = .244. Again, the two behavioral health practices,
which were also at the lowest level of integrated care (level 2), provided the lowest
ratings of acceptability of integrated care.
During interviews, participants reported that acceptability was measured in a
variety of ways, including meetings with staff, informal feedback from patients, and
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provider satisfaction measures. The most commonly referenced subcomponents of
readiness in relation to acceptability were innovation-specific knowledge and skills (8
references) and priority (5 references).
Innovation-Specific Knowledge and Skills. Several participants reported that
innovation-specific knowledge and skills were a barrier to integrated care. If staff in
certain roles or practices within a health system had less knowledge and skills about
integrated care, they were less accepting of it. One participant felt that acceptability of
integrated care by staff depended on staff level of experience, with less experienced staff
finding it less acceptable (Table 3.4, 1.1.1). Experience also contributed to acceptability
at a practice in which many medical providers were residents who rotated through the
clinic frequently. Medical residents felt that integrated care was less acceptable at first, as
they were learning, and more acceptable later in their training (Table 3.4, 1.1.2). At one
of the behavioral health centers, integrated care was not acceptable to the staff despite
trainings, until outside circumstances (i.e., the Covid-19 pandemic) led them to consider
the importance of integrated care and increase their comfort using relevant screening
tools (Table 3.4, 1.1.3 & 1.1.4).
Priority. Priority was described as a both barrier and a facilitator to acceptability
of integrated care. Integrated care mandates facilitated acceptability. For example,
medical residents at a training clinic were less likely to push back against integrated care
activities when they recognized that they were part of regular clinic operations (Table
3.4, 1.2.1). However, other tasks took precedence at times, particularly when the clinic
was busy (Table 3.4, 1.2.2). At a behavioral health practice, the staff tended to prioritize
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behavioral health alone over integrated care because of the priority of emergent social
and behavioral needs that tended to present at the clinic (Table 3.4, 1.2.3).
Adoption
In response to the item, “Staff in our practice have tried out implementing
integrated care,” on the follow-up study survey, responses ranged from three (slightly
disagree) to seven (strongly agree) (M=5.75, SD=1.28), with a mode of six. The scatter
plot illustrates the relationship between RICQ total score and adoption at follow-up (see
Figure 3.3). A Spearman’s rank-order correlational analysis indicates a weak negative
correlation and lacks statistical significance, rs(6) = -.026, p = .952. Again, the two
behavioral health practices, which were also at the lowest level of integrated care (level
2), provided the lowest ratings of adoption of integrated care.
In interviews, adoption was generally reported anecdotally, with participants
reporting generally on staff uptake of integrated care practices. The most commonly
referenced readiness subcomponents in relation to adoption were innovation-specific
knowledge and skills (8 references), priority (7 references), structure (4 references), and
compatibility (4 references).
Innovation-Specific Knowledge and Skills. This subcomponent was typically
cited as a barrier, as staff without the knowledge and skills for integrated care were less
willing to attempt it. In the primary care setting, few physicians had training in
psychiatry, leading them to feel ill-equipped to provide clinical care for behavioral health
problems (Table 3.4, 2.1.1). More generally, some physicians did not have the
technological knowledge to make necessary referrals to the behavioral health team (Table
3.4, 2.1.2). One practice aimed for all staff to have some integrated care knowledge and
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skills but found that front-line staff preferred to refer to specialists before taking on
additional tasks on their own (Table 3.4, 2.1.3).
Priority. Priority was referenced as both a barrier and facilitator to adoption of
integrated care. A participant noted that primary care providers nationally are
overwhelmed; at their practice, this diminished willing to adopt integrated care (Table
3.4, 2.2.1). However, having integrated care as a mandated part of a practice’s procedures
helps to ensure adoption (Table 3.4, 2.2.2). Additionally, Covid-19 increased the priority
of integrated care in some practices because both physical and mental health needs were
heightened during this period of illness and isolation (Table 3.4, 2.2.3).
Structure. Structure, in terms of communication, was important for ensuring that
staff adopted integrated care. For example, a participant described organizing regular
meetings every several months to remind staff of the importance of screening practices. It
was also important to have clear procedures for integrated care. Having clear procedures
helped a behavioral health practice to follow through consistently on referrals to primary
care physicians (Table 3.4, 2.3.1). Lack of clear procedures impeded another practice’s
adoption of integrated care because things “got lost” (Table 3.4, 2.3.2).
Compatibility. It is important for integrated care to align with the needs of a
practice or surrounding community for it to be adopted. For example, a participant
described efforts to expand integrated care within their health system and recognizing
that it did not fit with the vision of some practices (Table 3.4, 2.4.1). However, integrated
care could be adapted to better fit their needs or resources, for example by using a colocated model that fit better with the reimbursement structure from Medicaid (Table 3.4,
2.4.2).
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Fidelity
In response to the item, “Integrated care is being delivered as intended, with
quality in our practice,” on the follow-up study survey, responses ranged from two
(disagree) to seven (strongly agree) (M=5.25, SD=1.75), with a mode of six. The scatter
plot illustrates the relationship between RICQ total score and fidelity at follow-up (see
Figure 3.4). A Spearman’s rank-order correlational analysis indicates a strong positive
correlation, but lacks statistical significance, rs(6) = .590, p = .124. Again, the two
behavioral health practices, which were also at the lowest level of integrated care (level
2), provided the lowest ratings of fidelity to integrated care.
During interviews, fidelity was also measured in a variety of ways between
practices, including evaluating rates of screening, fidelity to the model, observation of
administration of screening measures, tracking communication with primary care
providers, and utilization reviews. The most commonly referenced subcomponents in
relation to fidelity were process capacities were fidelity (7 references), structure (5
references), and staff capacity (4 references).
Process capacities. Process capacities were most commonly referenced largely
because participants discussed how fidelity was evaluated. The strategies were more
formal and involved at some practices compared to others. For example, one participant
described a record review process to track behavioral health needs, intake assessments,
diagnoses, and referrals that they review to assess fidelity (Table 3.4, 3.1.1). Another
participant described fidelity monitoring through observation of staff (Table 3.4, 3.1.2).
Spreadsheets were the fidelity tracking tool for a behavioral health practice to monitor
communication with primary care offices (Table 3.4, 3.1.3).
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Structure. Structure was commonly a barrier to fidelity, because when there
were unclear or difficult to follow procedures led to poor fidelity. For example, the
process for administering the PHQ-9 depression screener at one practice was not
streamlined, and therefore the screening data were not accurate (Table 3.4, 3.2.1). The
structure of staff scheduling at different clinics was challenging for another participant,
who was overwhelmed by patients at her integrated care clinic, leading her to schedule
them in an outpatient clinic, hampering fidelity to the integrated care model (Table 3.4,
3.2.2).
Staff capacity. Having enough staff in appropriate roles was a facilitator to
fidelity. For example, it is important to have staff in key roles that can facilitate
integrated care, such as case workers to manage data (Table 3.4, 3.3.1). However, if there
were not enough staff to get things done in a timely manner, fidelity suffered. Participants
cited lack of availability of staff for screening procedures (Table 3.4, 3.3.2) and warm
handoffs (Table 3.4, 3.3.3) suffering.
Implementation costs
In response to the item, “Integrated care is cost-effective,” on the follow-up study
survey, responses ranged from two (disagree) to seven (strongly agree) (M=5.63,
SD=1.41), with a mode of six. The scatter plot illustrates the relationship between RICQ
total score and implementation cost at follow-up (see Figure 3.5). A Spearman’s rankorder correlational analysis indicates a small positive correlation and lacks statistical
significance, rs(6) = .103, p = .809. Again, the two behavioral health practices, which
were also at the lowest level of integrated care (level 2), provided the lowest ratings of
the cost-effectiveness of integrated care.
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In interviews, costs were reported to be measured in a variety of ways within and
between practices. Some practices considered cost in terms of money spent or revenue
gained from integrated care activities. Others looked at cost/benefit in terms of patient
satisfaction, quality of services, health outcomes, and cost effectiveness for patients (i.e.,
how much the patients pay). One practice was both the provider and payer, which
allowed them to look at cost savings per member per month. The most commonly
referenced readiness subcomponents in relation to cost was resource utilization (4
references).
Resource utilization. Resources were a barrier for some practices, particularly in
early stages of integrating physical health services. At a behavioral health practice that
was just beginning collaboration with physical health providers, the up-front costs of
integrated care outweighed the revenue (Table 3.4, 4.1.1). On the other hand, a practice
that devised methods to generate revenue from integrated care over time felt that
integrated care would be sustainable. They achieved this through provider-based billing,
rather than relying on grant funding (Table 3.4, 4.1.2).
Penetration
In response to the item, “Integrated care has been institutionalized and spread
within and/or beyond our practice,” on the follow-up study survey, responses ranged
from two (disagree) to seven (strongly agree) (M=5.13, SD=1.96), with a mode of seven.
The scatter plot illustrates the relationship between RICQ total score and penetration at
follow-up (see Figure 3.6). A Spearman’s rank-order correlational analysis indicates a
weak positive correlation and lacks statistical significance, rs(6) = .074, p = .862. Again,
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the two behavioral health practices, which were also at the lowest level of integrated care
(level 2), provided the lowest ratings of penetration.
In interviews, penetration was discussed in terms of institutionalizing and
growing integrated care practice. Formal methods for measuring penetration were not
discussed. Most commonly, subcomponents of staff capacity (5 references), supportive
climate (5 references), and priority (4 references) were referenced in relation to
penetration.
Staff capacity. Having enough staff with the right attitudes and skills has helped
practices grow. One participant emphasized the interaction between staff capacity and
culture, attributing growth to having the “right” staff who fit with the integrated care
culture of the practice (Table 3.4, 5.1.1). One practice described the utility of placing
staff in leadership and training roles to expand their integrated care reach (Table 3.4,
5.1.2). On the other hand, not having enough staff was a clear barrier to penetration
because staff became spread too thin (Table 3.4, 5.1.3).
Supportive climate. Organizational support was important for expanding
integrated care, particularly in terms of developing the workforce of the integrated care
team (Table 3.4, 5.2.1). On the other hand, lack of funding support for integrated care
impeded efforts to expand (Table 3.4, 5.2.2).
Priority. In practices where integrated care was well-established or mandated, it
became institutionalized (Table 3.4, 5.3.1). However, just because integrated care is a
priority, a practice is not necessarily ready for penetration. A participant described
organizational support to expand integrated care services but feeling that fidelity would
suffer with expansion due to lack of planning (Table 3.4, 5.3.2).
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Innovation-Specific Knowledge and Skills. Several participants noted training
programs they developed and staff competencies they sought in order to expand the
knowledge and practice of integrated care in their practices. For example, one practice
was part of a system with practices across the nation. Many of the other practices
struggled with integrated care, so the participant created a task force that developed an
integrated care coaching model for fellow practices (Table 3.4, 5.4.1). Another practice
sought staff with particular training in medication assisted treatment of substance use
disorders, which would allow a growing practice to better serve the behavioral health
needs of patients (Table 3.4, 5.4.2).
Research Question 3: Is readiness associated with client outcomes in integrated
care?
Practices reported on their goals during the ICLP. The most common goal was
related to administering mental health screeners (see Table 3.5). The goals, though they
were asked to be client-level outcomes, were often more implementation-level. During
the ICLP, many practices were at beginning stages of integration, and it seems that they
did not yet examine client outcomes. Notably, two practices did not set client outcome
goals during the ICLP.
In response to the item, “Our practice achieved this goal,” on the follow-up study
survey, responses ranged from four (neither agree nor disagree) to seven (strongly agree)
(M=6.00, SD=1.26). The scatter plot illustrates the relationship between RICQ total score
and goal attainment ratings of ICLP goals at follow-up (see Figure 3.7). A Spearman’s
rank-order correlational analysis indicates a strong positive correlation, but lacks
statistical significance, rs(4) = .647, p = .165.
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Practices also reported on goals set after the ICLP ended. Goals included
decreasing depression, increasing number of patients screened, improving health
outcomes (e.g., A1C, BMI), completing forms and sending to primary care (for a
behavioral health practice), and making appropriate referrals (see Table 3.5). Again,
many of the goals are more implementation level (e.g., screening), though a few were
client-level (e.g., improving BMI). Because only a few practices listed more than one
goal, just the primary goal is examined here.
In response to the item, “Our practice achieved this goal,” specific to the primary
goal identified after the ICLP ended, responses ranged from five (slightly agree) to seven
(strongly agree) (M=6.00, SD=0.76). The scatter plot illustrates the relationship between
RICQ total score and goal attainment ratings of post-ICLP goals at follow-up (see Figure
3.8). A Spearman’s rank-order correlational analysis indicates a strong positive
correlation, but lacks statistical significance, rs(6) = .582, p = .130.
During interviews, several readiness subcomponents were frequently referenced
in relation to client outcomes. See Table 3.6 for illustrative quotes by readiness
subcomponent, which are referenced in the text based on outcome (e.g., client outcomes
= outcome 1), readiness subcomponent (e.g., client outcomes + structure = 1.1), and
supporting quote (e.g., client outcomes + structure + quote 1 = 1.1.1). The most
commonly referenced subcomponents in relation to client outcomes were structure (12
references), process capacities (10 references), supportive climate (9 references),
innovation-specific knowledge and skills (7 references), and compatibility (4 references).
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Structure
Structure, particularly in terms of clear communication pathways and workflows,
was important for practices to achieve outcomes. A participant noted that there was
regular communication among staff to examine data, which helped the team adjust to
meet needs of patients and ultimately achieve client outcomes (Table 3.6, 1.1.1). At
another practice, creating a new workflow for administrative staff that included integrated
care tasks along with their usual duties was helpful in achieving goals related to
administering screening instruments (Table 3.6, 1.1.2). However, the lack of staff
autonomy and required adherence to organizational policies negatively impacted clinical
interactions (i.e., did not allow time for patients to process emotions) and possibly patient
depression outcomes (Table 3.6, 1.1.3).
Process Capacities
Process capacities related to client outcomes included planning, implementing,
evaluating, and improving upon integrated care tasks. At a practice with goals related to
administering screeners, it was helpful to first define the process, then train staff, and
finally make quality improvements (Table 3.6, 1.2.1). Another participant specifically
mentioned the utility of PDSA cycles for quality improvement and reaching client
outcomes (Table 3.6, 1.2.2).
Supportive Climate
Organizational support was important in a variety of ways. For one, it was
important to have systems in place to support integrated care data tracking. These
systems included paper forms and electronic medical record systems (Table 3.6, 1.3.1)
and ensuring that data systems allow tracking of key client information (in the case of a
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behavioral health practice, physical health needs; Table 3.6, 1.3.2). It was also important
to create a physical environment that facilitated integration. For a practice expanding to a
new building and aiming to increase confidentiality for patients, integration was
considered beginning with initial conversations with the construction company (Table
3.6, 1.3.3.).
Innovation-Specific Knowledge and Skills
Participants reported that having practice staff with knowledge and skills about
integrated care procedures improved client outcomes. For example, a practice that aimed
to improve screening for depression noted the importance of training new staff and
offering reminders of the screening, scoring, and data entry process (Table 3.6, 1.4.1).
Compatibility
Several participants recognized that it was helpful to find settings where there was
a good fit between integrated care, the needs of patients at the time, and/or organizational
values, in order to increase motivation to complete integrated care tasks. For example, a
participant from a practice aiming to increase behavioral health screening for adolescents
described conversations among pediatric providers about needing behavioral health
support; that staff buy-in facilitated their outcome goal (Table 3.6, 1.5.1). Similarly, when
staff at a behavioral health practice recognized the connection between physical and
mental health, they were motivated to assess physical health needs of their patients (Table
3.6, 1.5.2).
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Research Question 4: Which readiness subcomponents were most commonly noted
as facilitators and barriers to integrated care?
Survey Results
According to the follow-up study survey, program champion (n=7), structure
(n=7), relative advantage (n=6), inter-organizational relationships (n=6), and leadership
(n=6) were most commonly rated as facilitators to integrated care implementation. When
asked what their top three most influential subcomponents were, participants most
frequently selected program champion (n=6), priority (n=3), and innovation-specific
knowledge and skills (n=3). Participants noted far fewer barriers than facilitators, but the
most commonly rated barriers were resource utilization (n=3), complexity (n=3),
supportive climate (n=2), compatibility (n=2), and organizational innovativeness (n=2).
Some subcomponents were both barriers and facilitators over the course of
implementation, most commonly priority (n=5), resource utilization (n=3), and staff
capacity (n=3). See Table 3.7 for further details.
Survey results also made clear that some practices encountered more barriers to
implementation than others. For example, Participant 4 indicated that each subcomponent
was a facilitator and there were no barriers. By contrast, Participant 2 reported only 7
facilitators, 4 barriers, and 7 subcomponents that were both barriers and facilitators over
time (see Table 3.8).
Interview Results
When compared to the surveys, interviews resulted in discussion of many of the
same facilitators selected in the survey, but several different barriers. The most
commonly discussed facilitators to integrated care were priority (40 references), program
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champion (36 references), supportive climate (34 references), and innovation-specific
knowledge and skills (33 references). The most commonly discussed barriers to
integrated care were staff capacity (34 references), innovation-specific knowledge and
skills (28 references), structure (23 references), and priority (22 references). We can see
here that some readiness factors were both facilitators and barriers. The number of
facilitators and barriers described here are those referenced throughout interviews, rather
than specific to certain outcomes (e.g., client outcomes), as listed above; therefore, the
number of references is much higher than those in Research Question 3.
Research Question 5: What strategies have practices used to build or sustain
readiness for integrated care?
Participants reported a number of strategies that practices used to build or sustain
their readiness for integrated care. Here, we describe the strategies participants expressed
that are general and not related specifically to Covid-19. Strategies specific to Covid-19
are delineated in the section that follows. See Table 3.9 for illustrative quotes by strategy
(e.g., systematic tracking of data = strategy 1) and supporting quote (e.g., systematic
tracking of data + quote 1 = 1.1). The most commonly described general strategies for
readiness building were systematic tracking of data (12 references), integrated care
training programs (11 references), billing practices (10 references), top-down mandates
for integrated care (6 references), regular communication (5 references), and hiring
practices (4 references).
Systematic Tracking of Data
Practices described using systems (broadly defined) to track data to advance
integrated care implementation, evaluation, and/or improvement. Tracking data
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systematically allowed practices to identify patients in need of services, show that
integrated care was sustainable financially and led to outcomes, and implement quality
improvement strategies. One participant attributed successful outcomes to their practice
being “data driven” broadly (Table 3.9, 1.1), whereas another described using PDSA
cycles as a specific strategy for continuous quality improvement (Table 3.9, 1.2).
Systematic tracking of data was also used to identify patients in need of intervention
(Table 3.9, 1.3) and to identify expenses and revenue from integrated care (Table 3.9,
1.4).
Integrated Care Trainings
Integrated care trainings were described in both formal capacities (e.g., the ICLP)
and less formal trainings offered within the practice. Several participants noted the value
of the ICLP on their knowledge of how to add more staff, leadership, and getting buy-in
from stakeholders (Table 3.9, 2.1). Some practices offered or created other training
opportunities for their organizations. For example, one participant created a learning
collaborative and consultative model to train other practices within their organization
(Table 3.9, 2.2). Frequent trainings as reminders for staff and introductions for new staff
were also important for tasks like administration and scoring of screeners (Table 3.9,
2.3). Other trainings, such as Mental Health First Aid (Kitchener & Jorm, 2008), can
provide all staff (beyond just behavioral health) with skills to manage behavioral health
problems in a primary care setting (Table 3.9, 2.4).
Billing Practices
Billing practices were defined as strategies used to increase knowledge about
payment systems and/or generate revenue from integrated care practice. Participants

53

emphasized the necessity of relevant staff understanding how to bill and generate revenue
in order to sustain and penetrate integrated care. As a first step, participants suggested
getting leadership to commit to paying for mental health providers (Table 3.9, 3.1). An
important aspect of sustainability was moving away from grant funding to self-funding
and revenue-generating (Table 3.9, 3.2). In particular, participants noted the value of
efforts to ascertain reimbursement for integrated care services from Medicaid. For
example, an expanding integrated care program within a large health system reported that
many clinicians see a significant proportion of Medicaid patients, but Medicaid had not
yet recognized integrated care billing practices, hampering expansion in these clinics
(Table 3.9, 3.3). Barriers to getting reimbursed by insurance companies like Medicaid
include the different contracts and documentation requirements for each company.
During the final debriefing interview, Participant 2 elaborated that reimbursement
requirements as a “secret sauce,” because they are not forthcoming and require deep
knowledge to understand. Tracking contractual requirements and building them into the
electronic medical record are possible strategies to manage these complex systems (Table
3.9, 3.4). Additionally, it is possible for practices to advocate for changes in billing
practices at a state level that would benefit their integrated care practice (Table 3.9, 3.5).
Top-Down Mandates
Top-down mandates included mandates or strong incentives for integrated care
from people in power at the practice and or outside agencies, such as insurance
companies. Participant 3 noted in the final debriefing interview that offering Mental
Health First Aid training to all staff was one way to infuse integrated care from the topdown in a primary care setting. Behavioral health practices explained the motivating
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influence of leadership in their practice providing consistent messaging about the vision
of integrated care (Table 3.9, 4.1) and contractual requirements from insurance
companies (Table 3.9, 4.2). On the other hand, one participant felt that mandates would
not be effective in the long-term if front-line staff do not support integrated care (Table
3.9, 4.3). Yet, in response to this comment during the final debriefing interview,
Participant 2 argued that top-down mandates could be effective on their own, as long as
leadership holds their ground and lets go any staff who refuse to practice integrated care.
Regular Communication
This refers to behavioral health and primary care team members communicating
for purposes of promoting integrated care practice. Typically, this was referenced by
members of behavioral health teams to express the importance of communicating with
medical teams in practices that were primarily focused on primary care. Behavioral
health providers made themselves accessible by providing their email addresses and
phone numbers to other colleagues of professions (Table 3.9, 5.1). Visibility of
behavioral health providers in the primary care office was also helpful for them to
become known as a cohesive member of the team (Table 3.9, 5.2). It is possible that this
need for behavioral health providers to make so much effort to be known in a primary
care setting may be unnecessary if there are clear cultural expectations and norms for
integrated care practice within the organization. During the final debriefing interview,
Participant 2 noted that if you create a structure in which teams are organized to be
integrated, it is less necessary for the minority provider (i.e., behavioral health in a
primary care setting or vice versa) to provide these constant reminders that they are
available. This structure may include mandating integrated care practice and creating
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regular communication, for example through morning huddles with the interprofessional
team.
Hiring Practices
Hiring practices are intentional methods for hiring integrated care teams. A
participant described the importance of folding integrated care into hiring and training of
new staff (Table 3.9, 6.1), whereas another noted the difficulty with maintaining
integrated care with quality when there are not enough staff (Table 3.9, 6.2). Sometimes,
it may be just filling one role, such as a psychiatrist, that would make a significant
difference in terms of integrated care implementation (Table 3.9, 6.3).
Research Question 5: How did contextual factors influence sustained
implementation of integrated care?
Given the limited number of participants (n=8), there was not enough variation to
examine many differences in demographic patterns. Two demographic factors that
emerged as important were the primary focus of the practice (i.e., primary care or
behavioral health) and the level of integrated care. These two factors were linked,
because the two primarily behavioral health practices were also at the lowest levels of
integrated care, at level 2. These practices experienced poorer implementation and
clinical outcomes, as described above.
The most salient contextual factor that influenced implementation of integrated
care during the time of this study was the Covid-19 pandemic. Therefore, the influence of
Covid-19 was explored in detail.
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Exploratory Question: How Did Covid-19 Impact Readiness for Integrated Care?
The RRR results are presented according to the readiness items that are discussed
in this tool. Specifically, issues pertaining to the readiness subcomponents of priority,
compatibility, innovation-specific knowledge and skills, supportive climate, resource
utilization, and staff capacity were probed and discussed. The results will reference each
of these areas. See Table 3.10 for illustrative quotes by subcomponent (e.g., priority =
subcomponent 1) and supporting quote (e.g., priority + quote 1 = 1.1).
Priority. According to the RRR, even in the face of Covid-19, most practices
were still prioritizing integrated care. Twenty-eight facilitators to integrated care were
mentioned, whereas 18 barriers were mentioned when practices were asked about
priority. Regarding facilitators, one participant described that the integrated care team
was able to continue operating in the face of Covid-19, despite shifting guidelines and
virtual visits (Table 3.10, 1.1). In fact, Covid-19-related policy changes allowed practices
to implement or expand telehealth for integrated care more quickly and with fewer
restrictions than typical (Table 3.10, 1.2). Just as Covid-19 highlighted the priority of
telehealth, it also emphasized the importance of integrate care (Table 3.10, 1.3), in part
due to increased rates anxiety and depression presenting at primary care practices (Table
3.10, 1.4).
Barriers to priority of integrated care during the Covid-19 pandemic were
generally related to emergent needs, such as arranging Covid-19-related safety protocols
(Table 3.10, 1.5) and prioritizing medical needs, such as staffing, hospital beds, personal
protective equipment (PPE), and medical supplies (Table 3.10, 1.6).
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Compatibility. Compatibility was also most often a facilitator in the face of
Covid-19. Facilitators were referenced 12 times and barriers only two times in response
to compatibility questions. Many facilitators mentioned were related to the emergence of
telehealth, including telehealth promoting attendance (Table 3.10, 2.1) and fitting with
the public health recommendations for individuals to limit leaving their homes (Table
3.10, 2.2). The increased ease of telehealth opened opportunities for a behavioral health
practice to collaborate with primary care practices without requiring physical space in
their office (Table 3.10, 2.3).
The barriers were more specific to each practice’s population and needs. These
barriers included elderly patients having difficulties with the technology needed for
telehealth and being less willing to attend in-person visits due to higher vulnerability to
disease (Table 3.10, 2.4). During the final debriefing interview, Participant 5 noted that
spotty internet service was not compatible with the shift to telehealth for many providers
and patients. Finally, a participant noted lack of compatibility between the PCBH model
and high patient volumes that resulted from the pandemic, because behavioral health
providers could no longer consistently do warm handoffs (Table 3.10, 2.5).
Innovation-specific knowledge and skills. An equal number of barriers and
facilitators (10 references each) were mentioned when participants were asked about
innovation-specific knowledge and skills during Covid-19. Barriers included limited time
for training at a practice inundated with Covid-19 patients (Table 3.10, 3.1) and
difficulties accessing trainings due to Covid-19 (Table 3.10, 3.2). On the other hand, a
participant reported that staff had unexpected downtime due to Covid-19, which allowed
time for additional trainings (Table 3.10, 3.3). Another participant reported that staff at a
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behavioral health practice were able to practice screening for physical health needs out of
necessity during the pandemic, and this led to increased comfort with skills for integrated
care (Table 3.10, 3.4).
Supportive Climate. There were more facilitators (15 references) than barriers (7
references) referenced when participants were asked about supportive climate. Support
from leadership included continuing to hire integrated care positions (Table 3.10, 4.1),
discussing how to make integrated care work through processes and procedures (Table
3.10, 4.2), and continued financial support, even if integrated care innovations come at a
cost initially (Table 3.10, 4.3). Some leaders went above and beyond to be supportive of
their integrated care staff during the pandemic, for example by allowing them to leave
early (Table 3.10, 4.4) and offering support groups (Table 3.10, 4.5).
Barriers to supportive climate included managing the changing rules and
expectations related to Covid-19. For example, a participant reported that changing safety
guidelines for Covid-19 could be challenging for integrated care employees to keep up
with (Table 3.10, 4.6).
Resource Utilization. There were more facilitators mentioned in response to
questions about resource utilization (12 references) than barriers (5 references). Many
facilitators were related to technology upgrades, including use of telehealth technologies
(Table 3.10, 5.1), access to dual screens (Table 3.10, 5.2), and interpreters via iPads
(Table 3.10, 5.3). Participants noted that this access to technology facilitated their ability
to continue their jobs despite closures of physical spaces (Table 3.10, 5.4).
Other ways that resource utilization was a facilitator during Covid-19 include
increased collaboration for community resources (Table 3.10, 5.5), ability to continue
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using physical space, and in some cases re-allocating spaces to allow for social distancing
(Table 3.10, 5.6), and obtaining grant funding to cover some unexpected costs. One
practice accessed a variety of funds to maintain and adapt services, for example by
funding an initiative that offered “GrandPads” (i.e., tablet computers designed for the
elderly) for patients to connect to telehealth and another funding source that offered basic
items (e.g., groceries) to patients (Table 3.10, 5.7).
Barriers to resource utilization included delayed construction on buildings due to
the pandemic (Table 3.10, 5.8), lack of funding for personnel (Table 3.10, 5.9), and
providers who did not take advantage of telehealth resources due to discomfort with
technology (Table 3.10, 5.10).
Staff Capacity. Staff capacity was more frequently referenced as a barrier (12
references) than facilitator (5 references). Three participants reported that they had about
the same staff capacity as before Covid-19. Barriers related to staff capacity varied by
practice, including difficulties filling key positions, presumably because unemployment
paid more and health risks of in-person work were higher during Covid-19 (6.1), and
short staffing due to Covid-19 infections in staff (Table 3.10, 6.2). The transition to
telehealth was also challenging in terms of integrating staffing virtually and in-person
(Table 3.10, 6.3) and for maintaining the same workload as in-person (Table 3.10, 6.4).
Readiness building strategies for Covid-19. As described above, many practices
were resilient in the face of the global pandemic. They generated innovative solutions to
significant problems. The readiness building strategies most commonly described by
practices, specific to Covid-19 were telehealth (13 references) and support for staff (7
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references). See Table 3.11 for illustrative quotes by strategy (e.g., telehealth = strategy
1) and supporting quote (e.g., telehealth + quote 1 = 1.1).
Telehealth. Telehealth is the use of telephone or video conferencing to provide
clinical services. Participants described use of a variety of telehealth features, ranging
from FaceTime to WebEx (Table 3.11, 1.1), to GrandPads (Table 3.11, 1.2). One
participant noted that it may be helpful for practices to reimburse employee’s internet
costs given the proliferation of employees providing telehealth from home (Table 3.11,
1.3). Practices that received telehealth training before the pandemic found the transition
to be relatively smooth. One participant described that they plan to continue telehealth
services after the pandemic, because they achieved positive outcomes.
There was an interaction between telehealth and billing practices noted. Relaxed
regulations from insurers facilitated the use of telehealth (Table 3.11, 1.4). A practice that
was considering implementing telehealth pre-pandemic finally made the effort after payer
policy shifted to make telehealth more accessible (Table 3.11, 1.5).
Support for staff. This strategy involves employers or organizational leaders
providing emotional or instrumental support to staff as a result of added stressors of the
pandemic. A notable emotional support strategy was leadership holding calls to process
emotions with staff (Table 3.11, 2.1). Instrumental support was provided in various
forms, including “Covid PTO [personal time off],” which was extra time off to be used in
the case of illness or simply for self-care (Table 3.11, 2.2), additional resources for staff
and their families, such as computers for school-aged children (Table 3.11, 2.3), and
flexibility with work hours (Table 3.11, 2.4).
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Trustworthiness of Data
Triangulation of Multiple Data Sources
Practice websites were examined in July 2021. They held varying degrees of
information about integrated care. Most websites included minimal information
mentioning integration or the availability of behavioral health services (in the primary
care setting). The information provided was consistent with what practices reported in
terms of their level of integration. Only two practices provided additional data to support
their reported outcomes. See Table 3.6 for a breakdown of website information and
additional data by practice.
Member-Checking
Five of the eight participants completed a final member-checking interview. They
reported that the summary of study results overwhelmingly represented their experience
and made sense to them. Several participants reported that hearing the results made them
feel that they were not alone in the challenges their practice experienced with integrated
care implementation. They also identified some minor areas in the study to strengthen,
for example by adding more nuanced descriptions of some results. Their suggestions
were incorporated in the results and discussion.
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Table 3.1 RICQ Total Score and Implementation Outcome Ratings
Partici- RICQ SustainAcceptAdop- Fidel- ImplemenPenetpant
Total
ability
ability
tion
ity
tation Cost
ration
1
6.29
7
6
6
7
6
4
2
5.16
7
6
7
6
7
7
3
6.29
7
6
6
6
6
7
4
5.26
6
6
6
6
6
6
5*
5.61
4
3
5
3
3
3
6
5.21
7
6
7
6
6
7
7
5.97
7
7
6
6
7
5
8*
4.88
2
2
3
2
4
2
Note. * primarily behavioral health, integration level 2 practice. This table is color coded
using 2 separate heat maps. In the “RICQ Total” column, green indicates higher RICQ
total score, and red indicates a lower score. In the other columns, white indicates a higher
score and red a lower score.
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Table 3.2 RICQ Total Scores and Client Outcome Goal Attainment Ratings
Participant

RICQ
Total

ICLP
Goal

PostICLP
Goal 1

PostICLP
Goal 2

PostICLP
Goal 3

PostICLP
Goal 4

1
6.29
7
7
6
.
.
2
5.16
.
6
.
.
.
3
6.29
7
6
6
6
.
4
5.26
7
6
6
6
6
5*
5.61
5
5
.
.
.
6
5.21
4
6
.
.
.
7
5.97
6
7
.
.
.
8*
4.88
.
5
.
.
.
Note.* primarily behavioral health, integration level 2 practice. This table is color coded
using 2 separate heat maps. In the “RICQ Total” column, green indicates higher RICQ
total score, and red indicates a lower score. In the other columns, white indicates a higher
score, red a lower score, and grey, with a “.” missing data.
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Table 3.3 Qualitative Interview Themes and Supporting Quotes for Sustainability jkkljlkk
Most Referenced
Outcome
Themes (N references)
1. Sustainability 1.1 Inter-organizational
relationships
(particularly with
payers) [9 (6)]

Selected Supporting Quotes
1.1.1 “So, I think the sustainability is
coming down to the shifting of the license.
It’s come down to the ad-advocacy that-that
we’ve done, and then the leaders in [State].
With integrated care, we’ve been at the
table. We’ve been invited to be at the table.
Our CEO is at the table when it comes to
integrated care. So, I think her-her, you
know, being that force that supported it, um,
has allowed us to be at the table to talk
about, ‘Okay so, we’re prescribing
suboxone, um you have no regulations in
place for us.’ Um, and then coming to us
and saying, ‘These are the regulations we
want to put in place’ and we’re like ‘No,
you’re gonna create more barriers for us.’…
So being able to be speak and explain to the
state and licensing how we work, having
them adjust the financial, um, you know,
situation, so that we can bill for the services
we are providing, um, and then expanding
what we can provide in a primary care
setting.” (Participant 2)
1.1.2 “Insurance companies are also
possible partners, so we have actually
explored um, different opportunities that
have been generated by insurance
companies who are trying to manage their
high utilizing population. Or their difficult
to find populations, so while none of those,
um, opportunities have come to commission
yet, insurance companies actually can be a
partner in this because they want innovative
and creative solutions for managing high
utilizer populations um, populations that are
um, have difficulty with treatment
compliance.” (Participant 8)
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1.2 Supportive climate
(7)

1.3 Staff capacity (6)

1.1.3 Participant: “I feel like we’re right on
a-on a fence. Like we’re-we’re trying to,
you know, make sustainable, you know, just
consistent contact with physical care for our
clients. But, we’re also in the process of
moving forward to try to get more physical
care in our current practice....”
Interviewer: “Okay. So, you’ve madeyou’ve made progress compared to where
you were... when the ICLP ended.”
Participant: “Yes.”
Interviewer: “And the way that you’ve done
primary care collaboration with providers.”
Participant: “Yes.” (Participant 5)
1.2.1 “Well, I think that it needs to be
folded into your day-to-day practices. So,
the bottom line is we had it folded into our
hiring, you know? … Um so, we have to
very much be mindful of the people that
we’re looking for and we hire. I think that’s
another huge sustainability because if you
don’t fold it into your hiring practices,
you’re in trouble.” (Participant 2)
1.2.2 “Just having the resources available,
that keeps it going. As long as we continue
to at least be a part of memory and that it’s
important that at we least screen cause, and
not just screen, and not have examples of
resources or what we can do to people, do
for people. I think everything will continue
to do well.” (Participant 4)
1.2.3 “They need to make space. And I
understand that you know, they’re at
capacity. But this is an important service…
And we’ve done pretty well, we’ve-we’ve
got the funding.” (Participant 6)
1.3.1 “I actually believe they will need
more than one [behavioral health]
clinician... Um, I think that they’re
extremely busy and um, I think that in order
to maintain it [integrated care], they have to
keep a [behavioral health] clinician there.
That’s number one.” (Participant 6)
1.3.2 “Um and the work that we’ve done
with culture and getting the right people in
the organization, the right, um, decision66

makers in place, um, and-and just really
talented people.” (Participant 3)
1.4 Structure (5)

1.4.1 “In a-in a PCBH model, you can’t
have that. You have to have availability
more quickly than that. So, bodies. Warm
bodies. Um, and greater efficiency.”
(Participant 7)
1.4.2 “I do feel probably at a-a standstill at
this point cause were not a level six
integration. I think really to get there, really
be system, structural changes, and it’s
probably going to be even harder with
COVID.” (Participant 4)
1.4.3 “No, um, making sure that we kind of
create – I’m gonna say written, I don’t
really mean written. Create this written
protocol that we follow. So, that it’s not
kind of figuring out things as we go along. I
know some of that will have to happen
because we’ve not done it before, but
creating so when one person leaves, another
person can just step right in and know what
to do or be told what do to or read what to
do.” (Participant 5)
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Table 3.4 Qualitative Interview Themes and Supporting Quotes by Implementation
Outcome
Most Referenced
Themes (N
Outcome
references)
1. Acceptability 1.1 Innovationspecific
knowledge and
skills (8)

1.2 Priority (5)

Selected Supporting Quotes
1.1.1 “So, when it was something totally new to
someone coming into a practice. It was made, you
had a little more resistance.” (Participant 1)
1.1.2 “And so, they [residents] really have to um,
sometimes they don’t-they don’t, it’s not a seven
because that part, doing the orders, they have to
really learn how to do that and apparently, it’s not
an easy process in the computer. And their
attendings have to educate them on how to put in
the order and how to do it correctly. How to do it
to each clinic.” (Participant 6)
1.1.3 “I think most of the medical staff are like
“Okay let’s go, let’s do it. Um, it’s the admin staff
that are like, ‘Wait, time out. Let’s figure out, you
know, like what am I to do?’” (Participant 5)
1.1.4 “And I also think it’s also a lack of
understanding. I mean we’ve provided education
though we actually had our nurse practitioner um,
provided, do a training on the impact on medical
health on someone’s behavioral health… But
again, when push comes to shove, at the end of the
day we’re-we are a behavioral health practice.”
(Participant 8, interview 1)
1.1.5 “When someone responds like, “Yeah, I’m
feeling bad”, our staff are going to-our staff are
going to help them with you know, determining
do you need to act on it in some way. And so, you
know the interesting thing there is that potentially
that-that could um, mean that our staff are
becoming more um, comfortable and confident in
at least doing some basic screening or assessing
for physical health needs.” (Participant 8,
interview 2)
1.2.1 “With the new residents coming in after this
is started, this is a part of what they know. So,
there is less push back.” (Participant 4)
1.2.2 “But I think sometimes there is push back,
say if they’re really busy in a visit and a nurse for
whatever reason didn’t get a chance to do it, they
may not necessarily do it.” (Participant 4)
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2. Adoption

2.1 Innovationspecific
knowledge and
skills (8)

2.2 Priority (7)

2.3 Structure (4)

1.2.3 “The families and children that we’re
dealing with our in a crisis. I mean most of the
time they’re in crisis. And so that almost seems
secondary to what the most important thing is.”
(Participant 8)
2.1.1 “Because most don’t feel like, and I mean
they didn’t get training. I mean you know; they
might have gotten very little training in
psychiatry. Um, so they don’t feel like they can do
the work, like they can actually do the clinical
care treatment.” (Participant 1)
2.1.2 “We moved to a computer-based referral and
so pediatricians have to put a computer referral,
like an electronic referral in if they’re referring to
testing for uh, outpatient psychotherapy, for all
kinds of different things. And they get mixed up
in terms of do I put in a referral to you through
there? Do I just email you? Do I call? You know,
so…I think this is an artifact of um, new
requirements for them.” (Participant 7)
2.1.3 “We still have some room to, uh, help our
front-line staff in, you know, doing some of the
work before referring to behavioral health.”
(Participant 3)
2.2.1 “And I think the other one is, that you know,
primary care, I think even nationwide not just
within our system. They are very overwhelmed
already with everything they have to do for their
patients.” (Participant 1)
2.2.2 “Yup, [doing integrated care is] not a
choice.” (Participant 2)
2.2.3 “Okay, so it’s almost become more of a
priority now that it was in the past because people
are seeing so much more depression and anxiety.”
(Participant 6)
2.3.1 “You know, we would meet every three
months to check in, you know, to see what they’re
doing. And we knew you know, she thing that we
said is you know, ‘We really want you to screen
them because that is the tool to help you recognize
if someone needs collaborative care’” (Participant
1)
2.3.2 “We were deciding about that the other day,
making sure that we are –that we have a consistent
way of following through on our doctor’s
referrals.” (Participant 5)
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2.4 Compatibility
(4)

3. Fidelity

3.1 Process
capacities (7)

3.2 Structure (5)

2.3.3 “I don’t know maybe we need a-a decision
tree or something. But yeah, some of those things
kind of get lost along the way.” (Participant 6)
2.4.1 “Um, you know, like I said, we had a few
that were, that have said that they were interested.
And then when they kind of learned what the
model is, and don’t, you know, they were a little
bit like ‘Oh that was not my idea.’ You know,
they had more of that co-located idea.”
(Participant 1)
2.4.2 “We’re in discussions with rural health
clinics and we’re gonna do more of a co-located
model. And that is just because they can get a
good bit of money. Um, from I guess Medicare
from CMS for, um, providers to do services.
Versus if we did collaborative care, the
reimbursement is very low.” (Participant 1)
3.1.1 “So, we track our diagnoses, we um- we
have, uh, a record review, um, process, that we
use to look at not just our primary care
assessments, but also our intake assessments,
because there’s also sort of a-algorithm for intake
team for participants prior to enrollment to
identify behavioral health needs and refer to
behavioral health prior to enrollment. Um, so, wewe track from, um, before day one of enrollment,
um, the fidelity to the model, you know, what’s
being done.” (Participant 3)
3.1.2 “I suppose we probably still do that with
residents uh, and also with CMA’s, just kind of
watching how they perform the um, watching how
they would perform uh, the PHQ-2, 9, like just
giving them feedback” (Participant 4)
3.1.3 “Um, we have a spreadsheet…I mean the,
um, clinical supervisor monitors, follows, and
tracks to make sure those [forms for primary care
doctors] go out.” (Participant 5)
3.2.1 “And that just, that’s also with the PHQ-9
now, it’s not terrible streamlined. We’ve done inservices on how to facilitate the PHQ-9, it’s just
not done um, it’s not standardized across the
board. Like, people are not doing it the same way.
Um, and I think that’s part of, that’s where we fall
short a little bit. It’s just kind of how the PHQ-9
scores are populating in the system is just not
accurate.” (Participant 6)

70

3.2.2 “Sometimes, and this is my fault too, um, we
have such a backlog for our outpatient um, uh,
practice that I will sometimes blur the lines of
PCBH and outpatient just because I’m also an
outpatient therapist.” (Participant 7)
3.3 Staff capacity 3.3.1 “And that’s the, one of the reasons why we
(4)
created that case worker role, is because that
registry is a lot of work…So, it’s not just one
person going in that, it’s several that are looking at
that and making sure things are put in.”
(Participant 1)
3.3.2 “Um, there another part that’s about, like, in
triage at the leave, the-the CMA’s get ten minutes
to ask a lot of questions.” (Participant 6)
3.3.3 “And so, our demands are starting to are-are
exceeding our capacities. Um, because of that,
because were not available as-as much as we need
to be for those warm-handoffs, we are, it’s starting
to shift, you know, now providers are emailing us
or, you know, um, up or um, linking us about
patients they have seen that need to have a follow
up appointment. So, I do think it’s changed the
face of integrated care for us in terms of we’re not
staying as um, pure to the model of having time
for warm-handoffs and [inaudible] because we’re
trying to accommodate other behavioral health
needs.” (Participant 7)
4.
4.1 Resource
4.1.1 “And we’re not ready to see clients in
Implementation utilization (4)
physical health yet. So, right now the cost is
Costs
outweighing the benefit because we’re spending
out more money than we’re receiving from it.”
(Participant 5)
4.1.2 “Because we went to uh, provider-based
billing, we’ve no longer could be funded by our
community health center and we lost, I mean, we
lost my gosh, all, it cut everyone’s salaries and
everything. And we have gone from being grant
funded, to funding ourselves and generating
revenue.” (Participant 7)
5. Penetration
5.1 Staff Capacity 5.1.1 “So, it’s been, right, more than just
(5)
sustained. Everything’s been advanced and has
grown... Um and the work that we’ve done with
culture and getting the right people in the
organization, the right, um, decision-makers in
place, um, and-and just really talented people.”
(Participant 3)
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5.2 Supportive
Climate (5)

5.3 Priority (4)

5.4 Innovationspecific
knowledge and
skills (4)

5.1.2 “Um, so you know, having a manager um,
to-to help with those operations and to help with
the expansions. Um, you know, we’ve moved two
of our team members into kind of coaching roles
um, and training roles. So that’s definitely
something new that we needed.” (Participant 1)
5.1.3 “So, not only has the-have the volumes
increased just in our immediate practice, but now
were being spread even more thin.” (Participant 7)
5.2.1 “Um, and then identifying those that are-are
ready to go and we wanna add a care manager to
the-to the team to start collaborative care. Being
able to have that support from the recruiting side
um, getting those positions approved when we
need them so that we can continue to develop the
workforce for it.” (Participant 1)
5.2.2 "It [hasn't spread in the hospital system]that’s just cause of funding" (Participant 4)
5.3.1 “Yup. Again, [integrated care is] not an
option.” (Participant 2)
5.3.2 “I’m a little nervous about really how were
maintaining the fidelity to the model as we
expand…And what that will mean for us. … But
the other part of me doesn’t wanna say no because
this is being pushed by administration…And any
little you know, enthusiasm I’m certainly, I don’t
want to squash.” (Participant 7)
5.4.1 "I guess probably what I’m most proud of is
that the work that we’ve done, and the
demonstrated outcomes have now put us in a
position where the other one hundred thirty-one
[Clinic] organizations across the country look to
us to help them do what we’re doing. So, um, I
currently chair a task force for the [national Clinic
association] and we’re developing a coaching
model to assist other [Clinic] organizations, but
we’ve already developed a lot of education
around, um, various topics around behavioral
health because [Clinic] organizations historically
have struggled with it the last few years. Um, and
then also we’ll sort of formally or informally
consult with other [Clinic] organizations to help
them set up process, infrastructure, or just sort of
take a look at what they’re doing and make
recommendations for how they can quickly
advance their integration." (Participant 3)
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5.4.2 "We just started a-a new clinic in
collaborative care back in [month]. Um, you
know, one of the-the skill sets that we are looking
at, again like with full diagnosis, um there are
more and more primary care clinics that are um,
that providers do MAT, um, the, you know,
medication assisted treatments for substance abuse
disorders and you know, how can we serve not
only that already in the clinics but also the-their
mental health needs as well so they can get that in
their home. ." (Participant 1)
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Table 3.5 Client Outcome Goals by Practice
Post-ICLP
Participant
ICLP Goal
Goal 1
Decrease
Screening for
depression
depression in
(10 or below
1
primary care
on PHQ-9)
Increase
number of
patients
screened for
Screening of
behavioral
2
adolescent patients health issues.
Measurement
based
Screening,
care/outcome
adherence (to
s (extension
medications), and
of screening
confidentiality (find to include
ing private spaces
alcohol and
for behavioral
opioid
3
health staff)
misuse)
Increase depression
screening rates and
to begin the stages
Improved
of integrated care
A1c, BMI,
4
from stage 2 to 3
HTN goals
Complete
To screen all
integration
eligible clients for
forms for
depression at intake clients and
and every six
send to PCPs
months following
every six
5
intake.
months.
Assessing
anxiety in
Screening for
addition to
depression,
depression
assessing
(no longer a
comorbidities in
focus on
conjunction with
comorbiditie
6
depression scores.
s)
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Post-ICLP
Goal 2

Post-ICLP
Goal 3

PostICLP
Goal 4

Decrease
cost per
patient

Adherence

Decreased
smoking
rates

Utilization
(ED,
inpatient,
medication,
etc.)

Decreased
readmissio
ns

Better
clinic
show
rates

7

8

Administering the
PSC screener in all
pediatric clinics
during well child
visits
n/a - ICLP was
exploratory to
understand what it
would take to
become an
integrated care
practice, did not
have client-level
goals at that time

Increased
access (i.e.,
expansion
into other
clinics)

Identifying
clients with
physical
health needs
& making
appropriate
referrals
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Table 3.6 Qualitative Interview Themes and Supporting Quotes for Client Outcomes

Outcome
1. Client
Outcomes

Most Referenced
Themes (N
references)
1.1 Structure (12)

1.2 Process capacities
(10)

Selected Supporting Quotes
1.1.1 “I think you know, just consistently looking
at it. We had lots of meetings, uh, in the
beginning. Uh, to make sure all these uh, the
pieces were in place, and we could make changes
pretty quickly because of that.” (Participant 4)
1.1.2 “Well, we had to really um, we worked with
the managers in peds and uh, front desk
folks…creating a new, essentially, a new
workflow for the front desk, uh, ladies so that
when they checked the patient in, that our forms
became a part of the routine forms that these kids
filled out at their well child visits.” (Participant 7)
1.1.3 “I sort of feel. Like I’m 100% effective as I
could be if I was up to kind of ease up on all the
numbers…and allow the patient to kind of process
um, their feelings in a way that would probably
help alleviate some of the-the depression over time
if that makes sense.” (Participant 6)
1.2.1 “So, we started with screening. That’s when
we started doing behavioral health vitals in our
clinic, and it was getting a process on paper. And
then it was educating the staff, the key
stakeholders, um, and then revisiting, um, because
it wasn’t perfect in the beginning. So, talking with
staff, getting their feedback, identifying the
opportunities, removing the barriers and, you
know, just holding people accountable”
(Participant 3)
1.2.2 “Um, I guess just you know, having
strategies frequent uh, meetings uh, frequent um,
data and process, doing PDSAs, seeing what
works, what doesn’t work. Um, I think all of it
played a role into figuring out you know, things
that we need to-to change and improve and have
success at the end. I think you know, just
consistently looking at it. We had lots of meetings,
uh, in the beginning. Uh, to make sure all these uh,
the pieces were in place, and we could make
changes pretty quickly because of that.”
(Participant 4)
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1.3 Supportive climate 1.3.1 “They you know, the systems were in place,
(9)
the, you know, they had paper forms they had it in
their electronic medical record. You know there
was a way to do- they created flow sheets for them
to be able to look and track.” (Participant 1)
1.3.2 "So, we actually specifically designed our
behavioral health assessment and our electronic
medical record to accomplish all of the
requirements in each of our program contracts."
(Participant 8)
1.3.2 “We needed to, um, look at from sort of a
culture standpoint in-in how our philosophy fits
into how we build new centers. Um, so, you know,
we had to do a lot of work in terms of, um, just rethinking how-how we set up the environment to
meet the needs of our participants…and then, um,
you know, also having sort of the ability to work
with a fabulous construction company… to
collaborate and then have them build it out.”
(Participant 3)
1.4 Innovation
1.4.1 “[Achieving progress toward the clinical
specific knowledge
goal required] consistent training with our
and skills (7)
assessors and the clinical staff. Um, reminders in
the beginning because sometimes they would be
like ‘Oh yeah, I forgot.’ You know, just constant
reminders, constant, um, trainings when we got,
when we’ve added new people to make sure they
understand-stood administering, the score, and
where to put the data.” (Participant 5)
1.5 Compatibility (4)
1.5.1 “We really weren’t servicing the population,
so, and we know kids are at a high risk for a
variety of things. So, we really needed to get in
there…” (Participant 4)
1.5.2 “So, because we understand again, that the
impact of physical and medical health on
behavioral health and family interactions, that it’s
important for us to identify needs upfront.”
(Participant 8)
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Table 3.7 Participant Survey Response Counts of Readiness-Related Facilitators and
Barriers to Integrated Care
Readiness
Total
Total
Total Total No
Total N
Subcomponent
Facilitator Barrier Both Influence Participants
Relative Advantage
6
0
1
1
8
Compatibility
5
2
1
0
8
Simplicity
3
3
1
1
8
Ability to Pilot
5
1
1
1
8
Observability
5
1
1
1
8
Priority
2
0
5
1
8
Innovation Specific
Knowledge &
Skills
5
1
1
1
8
Program Champion
7
1
0
0
8
Supportive Climate
4
2
2
0
8
Inter-organizational
Relationships
6
1
1
0
8
Culture
3
1
2
2
8
Climate
5
0
2
1
8
Organizational
Innovativeness
5
2
1
0
8
Resource
Utilization
2
3
3
0
8
Leadership
6
1
0
1
8
Structure
7
0
1
0
8
Staff Capacity
5
0
3
0
8
Process Capacities
5
0
2
1
8
Note. Each column is color coded. Darker or brighter colors indicate higher numbers, and
lighter or white colors indicate lower numbers.
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Table 3.8 Counts of Total Readiness-Related Facilitators and Barriers by Practice
Total No
Participant
Total Facilitator
Total Barrier
Total Both
Influence
1
8
2
5
3
2
7
4
7
0
3
17
0
1
0
4
18
0
0
0
5
9
3
5
1
6
9
4
5
0
7
7
4
0
7
8
11
2
5
0
Note. Each column is color coded. Darker or brighter colors indicate higher numbers, and
lighter or white colors indicate lower numbers.
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Table 3.9 Qualitative Interview Themes and Supporting Quotes for General Readiness
Building Strategies
Strategy (N
references)
1. Systematic
tracking of data
(12)

2. Integrated care
training (11)

Selected Supporting Quotes
1.1 “I think um, we are really data driven and we’re really outcome
driven and we’re client centered.” (Participant 8)
1.2 "Having strategies frequent uh, meetings uh, frequent um, data
and process, doing PDSAs, seeing what works, what doesn’t work.
Um, I think all of it played a role into figuring out you know, things
that we need to-to change and improve and have success at the end. I
think you know, just consistently looking at it." (Participant 4)
1.3 “I think we also just our evaluation pieces the-the uh, the
population-based care has really, it’s a constant feeder. You know?
For our service. It’s constantly identifying kids at an early point that
need intervention or that could benefit from intervention, and I think
that’s really helped and expanding, again this is the piece that we
continue to work on, being able to expand that and um, do it more
efficiently has really helped.” (Participant 7)
1.4 “…Every month, we have our business panel, we pull, um, and
so, we look at each individual care manager at each individual
practice, you know, how much came in, what charges went out, what
were the expenses.” (Participant 1)
2.1 “[The person who participated in the ICLP] was big, a big um,
help in kind of getting things um, getting people on board and
educating staff about the processes along with we had a nurse that
was really highly engaged.” (Participant 6)
2.2 "Um, and then I guess probably what I’m most proud of is that
the work that we’ve done, and the demonstrated outcomes have now
put us in a position where the other one hundred thirty-one [Clinic]
organizations across the country look to us to help them do what
we’re doing. So, um, I currently chair a task force for the [national
Clinic association] and we’re developing a coaching model to assist
other [Clinic] organizations" (Participant 3)
2.3 "Um, consistent training with our assessors and the clinical staff.
Um, reminders in the beginning because sometimes they would be
like “Oh yeah, I forgot.” You know, just constant reminders,
constant, um, trainings when we got, when we’ve added new people
to make sure they understand-stood administering, the score, and
where to put the data." (Participant 5)
2.4 "The other thing that we’ve done is we’ve implemented mental
health first-aid training for all of our staff, um, because the feedback
we got about our staff a few years ago was that they didn’t feel
equipped to even manage even the day-to-day care for our
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participants that were enrolling with severe mental illness."
(Participant 3)

3. Billing
practices (10)

4. Top-down
mandates for
integrated care
practice (6)

3.1 “I think having leadership say that, ‘I’m gonna invest. I’m gonna
pay for it. I’m gonna pay for mental health, uh, personnel to work in
a clinic,’ … Because normally if you look at a lot of the literature,
people who have some of these integrated services, they’re all grant
funded, it’s not the institution uh, investing and paying for the
mental health professionals…. I think to make it more sustainable is
really need to figure out the billing piece, I know Medicare has codes
for that, and actually primary care has some…” (Participant 4)
3.2 “And we have gone from being grant funded, to funding
ourselves and generating revenue.” (Participant 7)
3.3 “And then the other really big piece is, honestly, is getting
Medicaid to pay. Um because a lot of our clinicians that were going
into, we see a lot of Medicaid. Um, you know patients and you know
that’s a, that could be a, you know, as little as a five percent to a
twenty or thirty percent based on the type of clinic that they have.
Um you know, beneficiaries that have Medicaid. So, getting them to
recognize it would be huge.” (Participant 1)
3.4 “Well in 2014, we then had to contract with the commercial
insurance companies and the Medicaid companies. And each of
those, you know, [State] went from two or three managed care
organizations to five or six. Um, and we had to have a specific
contract within each of those. And within each of those contracts,
required a certain, like I said, um, required certain things. So, what
we did was we created a matrix that identified what under you know,
behavioral health assessments, substance usage assessment, physical
health, care coordination all of those things. What are the things that
are needed in our documentation to force our practitioners to um,
address these things? So, we built our electronic medical record to
support all of the contractual requirements.” (Participant 8)
3.5 “So being able to be speak and explain to the state and licensing
how we work, having them adjust the financial, um, you know,
situation, so that we can bill for the services we are providing, um,
and then expanding what we can provide in a primary care setting.”
(Participant 2)
4.1 “Um, [the CEO] consistent pushing (Laughs)…Um, yeah, he just
never ceased. So, it was like this is my vision, this is where we’re
going, let’s go… He’d go eventually you just kind of have to jump
on the train ‘cause we’re going.” (Participant 5)
4.2 “Well, I mean, I think one of the big drivers was the contractual
requirements from the insurance companies that do that coupled with
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the believe that we think it’s important, so we made that a priority in
the-in the practice.” (Participant 8)

5. Regular
communication
(5)

6. Hiring
practices (4)

4.3 “You wouldn’t be able to do it unless you have support of really,
top down first because top down has to give you permission but
bottom up for sustainability.” (Participant 4)
5.1 "And having that team on hand and they knew who they could
reach out to you know, that our team was very available. They didn’t
have to go through anybody else. They could call us or email us
directly. Um, I think just having that support and knowing how that
they did, that we could help them um, made them more comfortable
to screen more patients. So, it was kind of about having regular
communication and practices feeling supported by you.” (Participant
1)
5.2 “Yeah, so, kind of like that visibility and consistency over time
where people just, it became like common practice um, common
knowledge that you’re available. It just kind of became part of the
team.” (Participant 6)
6.1 “So, it-it needs to be seen as, and folded into hiring and training
and, um, you know, it needs to be put in just the general philosophy
of the agency. So, it’s part of our mission statement, like this is how
we do it, you know?” (Participant 2)
6.2 “In order to maintain the integrity of PCBH, we need more
bodies. … But you can’t really maintain the integrity of a PCBH
model if you’re not there, present. Um, you know, right now I even
see it, I’m scheduling out.” (Participant 7)
6.3 “But, if we could get that full-time psychiatrist in the door, then I
know that, you know, we would sort of be operating on all cylinders.
It would reduce our wait time. It would increase access to care in a
more timely manner. It would keep people out of a consultant’s
office, um, where we do lose integration and control, um, over the
plan of care a little bit.” (Participant 3)
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Table 3.10 RRR Tool Qualitative Themes by Readiness Topic
RRR Topic
1. Priority

Selected Supporting Quotes
1.1 “Um, our team still had footprints, so we didn’t shut down
services even through that kind of dip, which was kind of that
you know, April to May kind of months where, you know, we
were still trying to figure out what all of COVID was gonna’ do
and all of the guidelines and you know, what um, shifting to
virtual visits. Um, system wide from an outpatient perspective.
Um, it still was very much you know, um not, we didn’t um,
discontinue or pause those services during that time.” (Participant
1)
1.2 “Actually, COVID, in a way was a blessing as far as
telehealth because you know, while the system has been planning
on how do we-how do we um, implement telehealth as a system
and-and make it you know, much more about available and
accessible. When the state of emergency and the payer policy
shifted to say, hey we will pay for this whether the patient’s at
home, whether your providers are at home, you know, we’re notwe’re not concerned about the place of service as long as their
within the state of [State], we’ll pay for it. It-it-it pushed the
system to get telehealth band-width ready for everybody. So, it
actually opened up, we say Pandora’s box, but it really was a
blessing in disguise for behavioral health because it opened that
up for us to actually be able to expand services and continue
services.” (Participant 1)
1.3 “And it’s [Covid-19 has] really, you know, emphasized how
important our model of care is.” (Participant 3)
1.4 “I think we’ve remained a priority for the primary care
doctors predominantly and yeah, we’ve remained a-we’ve
remained very uh, pivotal in helping our patients dealing with
depression and anxiety. Because everyone’s, it’s-it’s gotten a-a
lot worse I suppose or people who weren’t depressed before, are
depressed now, weren’t anxious before, are anxious now…And
so, I feel like we definitely have been, a-a light has been shown
on our program quite a bit in terms of need for services.”
(Participant 6)
1.5 “So, basically you know, priority quickly became figuring
that out, supporting our staff, putting together safety protocols,
um, you know, COVID related safety related protocols. What,
how, you know that-that took a lot of work, a lot of focus, um,
along with training, developing training, and so really the past
year um has been um, changing our fundamental way of
delivering service and then supporting that service. Um, and-and
so uh, it completely destabilized in that sense of priority.”
(Practice 8)
83

2. Compatibility

3. InnovationSpecific Knowledge
and Skills

1.6 “Right now, um, in terms of our organization, um, its-the
focus is we’re in the middle of a surge in [State]. It’s awful. It’s
absolutely awful. So, priorities have definitely shifted to um,
medically to staff and coverage, to making sure we have hospital
beds, making sure we have PPE and medical supplies… But I
think it’s now shifted back to we can’t pay attention as much to
the mental health aspect because we’re in the middle of a crisis,
and in the middle of a medical crisis.” (Practice 7)
2.1 “[Remote work] actually does it make attendance better.”
(Participant 1)
2.2 “I think it’s actually been really helpful that we’re doing
phone sessions because people haven’t wanted to leave the
house.” (Participant 6)
2.3 “Potentially, it-it has made the physical health, um, given us
some new avenues of obtaining integration once some of the dust
settles. (Participant 8)
2.4 I have a lot of elderly patients who are not gonna be
completely comfortable with the video appointments, or theythey don’t happen to know how, and so this is gonna be a new
challenge. Um, I’m gonna be asking them to come in if they can’t
do the video and will they come in being the-being uh, what’s,
being older and possibly having um, health concerns with
COVID. You know, the virus being out. So, I just, I anticipate the
number may-the numbers may dip a little bit in the coming
weeks.
2.5 "So, for example, right now we’re battling volumes. We only
are a one FTE and when you have your volumes increase by
three-fold, you know, you’re not going to be available you know?
And so, our demands are starting to are-are exceeding our
capacities. Um, because of that, because were not available as-as
much as we need to be for those warm-handoffs, we are, it’s
starting to shift, you know, now providers are emailing us or, you
know, um, up or um, linking us about patients they have seen that
need to have a follow up appointment. So, I do think it’s changed
the face of integrated care for us in terms of we’re not staying as
um, pure to the model of having time for warm-handoffs and
[inaudible] because we’re trying to accommodate other
behavioral health needs."
3.1 “It’s like, seriously, at this point we are flying by the seat of
our pants just to be able to keep up with the day-to-day um,
clinical demand. There’s-there’s absolutely zero room for
training and, you know what I’m saying?” (Participant 7)
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4. Supportive
Climate

3.2 "We had our, one of our adolescent screenings mid-COVID
that really required us to retrain our staff... the vendor changed
their platform it interfered with COVID. So, um, it was how to
get the staff um, trained on the new platform. And so that was a
challenge. So, that was an outside situation that just was made
more complex by COVID." (Participant 2)
3.3 "We saw some opportunity in the beginning because there
was reduced work um, a little bit for a lot of staff. Um, so we did
look at how can we do more education um, because there was an
opportunity. Um, we’ve recently reset our mental health first aid
training for all staff. Um, and then from a priority standpoint,
were actually building that into our new employee orientation and
our onboarding process." (Participant 3)
3.4 “The interesting thing there is that potentially that-that could
um, mean that our staff are becoming more um, comfortable and
confident in at least doing some basic screening or assessing for
physical health needs…So, um, I think that its, you know, rather
than showing itself as a new need, maybe it’s showing itself as a
new skill because of COVID.” (Participant 8)
4.1 "Um, one is they created a brand-new position. Um, to create
a manager behavioral health, so they-they added an FTE. Um, yes
and even you know, um they supported our team to be able to
step back um, from some of our other duties to build and train
new care managers. Which I think is huge." (Participant 1)
4.2 "[Leaders demonstrate support through] ongoing discussions
about how to make processes and procedures work." (Participant
2)
4.3 "Um, but um, we’ve had a lot of support from a financial
standpoint to look at new technology solutions, um, and we’re
actually doing really well financially this year. Um, much better
than we thought before COVID and-and definitely much better
than we thought um, in the era of COVID. SO, um we always say
that if we put the needs of our participants first that the money
will follow and it-and it has." (Participant 3)
4.4 “We’re allowed to leave a little bit early if we need to as long
as we let our manager know or come in later. As long as the
work’s done it’s fine.” (Participant 6)
4.5 “Initially it was meeting certain um, groups needs for support
um, based on being front line.” (Participant 2)
4.6 “I mean the only big-I mean the only challenge that we’ve
probably had during this time is just those shifts of guidelines
um, you know, probably because even within collaborative care
we still had to keep up to date with all of the-the COVID
guidelines just as not only a team member. So, what, how do you
report to work, what do you do if you’re sick. Yeah, I mean just
kind of some of those HR things.” (Participant 1)
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5. Resource
Utilization

5.1 "Um, you know, our phone systems been upgraded. There’s
just been a lot of technology upgrades because it was required
with telemedicine." (Participant 2)
5.2 "I did forget to mention, our computers are now dual
screened. So, that we can have video appointments. And that’s
been within the past uh, about four weeks, that they’ve
implemented that. Which is really helpful when you think about,
you know, being able to navigate, type your notes, and talking
interfacing, face-to-face with your patient." (Participant 6)
5.3 "That-that was something implemented before where were
able to call the language line and um, have two phone receivers
so the person coming in can talk to the interpreter using their own
receivers, so we don’t have to have the phone on uh, speaker
phone...But yeah so-so we do have um, an iPad that floats around
every clinic where you can have a language interpreter on there."
(Participant 6)
5.4 “I look back at my calendar, there were um, we shut down I
think on a Wednesday. Thursday and Friday, we didn’t see
patents, I have no patients in my schedule. Starting that following
Monday, I had patients and I had patients full in my schedule.”
(Participant 7)
5.5 "That’s been interesting switch where a lot of the initiatives
that are coming up like are focused on COVID. I think that
resources in the community, I think that it’s very interesting, this
is really the first time I’ve seen such a high level of collaboration
in the community of resources." (Participant 2)
5.6 "...We moved our corporate office out of one of our centers
uh and put it in a separate office building... it’s afforded us, um,
additional space to do larger scale trainings and, um, still
maintain the social distancing." (Participant 2)
5.7 “And then our um, public affairs and philanthropy team has
been great at obtaining grant funding for a lot of our projects. So,
our GrandPad initiative was paid for um completely with grant
dollars. Um, we were able to tap into um-um a grant that allowed
us to provide um, healthy foods and um, essential care resources
to our participants. So, we did grocery deliveries through grant
funding. Um, we were able to get like, shampoo and toilet paper
and-and other essentials, toothpaste, toothbrushes, delivered to
our participants.” (Participant 3)
5.8 "Um, because it [a new building] was under construction at
the beginning of the year and then COVID hit, and we couldn’t
source steel from China so that project was delayed." (Participant
2)
5.9 "It’s the personnel [that we are lacking], um, it’s the
personnel and the um, the money piece in terms of that um, that
piece." (Participant 7)
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6. Staff Capacity

5.10 "People checking, you know, trying to check patients in,
trying to get connected to the phone, but we were just patient
with the process. There were some providers who were not open
to this transition...I think, to tell you the truth, I think it was
providers who um, aren’t comfortable with technology, or
providers who were kind of stuck in their model of care
delivery." (Participant 7)
6.1 "Based on the number of people we serve; we have
experienced some challenges recruiting. Um, our HR team is
trying to be creative... but we-we haven’t had as much success
recently uh, in terms of uh, the length of time to fill key
positions... for some of the key positions that we’re hiring for,
um, were seeing that the unemployment um, pay that they’re
receiving is comparable to what they would receive if they came
and worked for us, so is it more attractive to stay at home and just
collect those unemployment checks than just go off into the
world and risk your safety and health." (Participant 3)
6.2 "Um, we have over a hundred like, I don’t even know the
numbers now, we have over a hundred employees out right now
with COVID or COVID-like symptoms. We are doubling up on
our patient rooms in the hospital. Um we are short staffed
everywhere. We’re pulling nurses from ambulatory settings into
the acute care settings. Staffing is a huge issue." (Participant 7)
6.3 “The challenge is this um, dual-model of having in person
versus in person and telemedicine, how to integrate the two of
them. And I think that were having struggles with the staffing,
um having enough staffing resources to have a team onsite but
then have a team virtually as well” (Participant 2)
6.4 “The transition to telehealth has um, the uh, it has been
difficult for direct service providers to maintain the same amount
of work.” (Participant 6)
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Table 3.11 Qualitative Interview Themes and Supporting Quotes for Covid-19-Specific
Readiness Building Strategies
Strategy (N
references)
Selected Supporting Quotes
1. Telehealth (13) 1.1 So, what we did is that we used the technology that was available
to us right in the very beginning and I met with patients via what
they had so I would use...Facetime. We would do, and what’s the
Android one?... And there’s an Android one. So, we would we-we
got a pretty amazing IS [information systems] department and... we
had access to a number of different iPads. And um, so, in the very,
very, very beginning we did a lot of uh, Facetime, a lot of phone
care, a lot of ... the Android version. And we were able to do that and
then within probably a week, our IS team had WebEx set up. And
they piloted it with behavioral health, and I was the first, integrated
care was the first team that was on it because we’re like, hey we’ll
do it, pilot us. (Participant 7)
1.2 "We’ve implemented a lot of technology solutions, telehealth
solutions. Um, we’re using GrandPads [tablets for seniors], that
allow us to do virtual sessions with our participants in the
community." (Participant 3)
1.3 "Um, you know, the only thing brand new is the ability to um,
you know, do the virtual visits and the bandwidth to do that um, you
know, with the technology. So, that’s, you know, as they work with
remote, you are kind of in, and me too, you’re kind of depending on
your personal internet service [Chuckles] to be able to work. Um,
you know, so we haven’t thought about that-that might be a question
that will come up with the policies of working remote, is how do
you, um, how do you expense that? You know, do you expense that?
You know is that-is that something that you reimburse back to your
employees some of that-that expense that they’re having out of their
pockets in doing their work?" (Participant 1)
1.4 "Um, obviously CMS has relaxed a lot of their regulations
around how we do our assessments, so currently we’re able to do
assessments by phone or via some other form of technology."
(Participant 3)
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2. Support for
Staff

1.5 “Actually COVID, in a way was a blessing as far as telehealth
because you know, while the system has been planning on how do
we-how do we um, implement telehealth as a system and-and make
it you know, much more about available and accessible. When the
state of emergency and the payer policy shifted to say, hey we will
pay for this whether the patient’s at home, whether your providers
are at home, you know, we’re not-we’re not concerned about the
place of service as long as their within the state of [state], we’ll pay
for it. It-it-it pushed the system to get telehealth band-width ready
for everybody. So, it actually opened up, we say Pandora’s box, but
it really was a blessing in disguise for behavioral health because it
opened that up for us to actually be able to expand services and
continue services.” (Participant 1)
2.1 “So, it looks like um, we’ve-I’ve met with particularly the call
center, I was meeting with on a bi-weekly basis to talk about what
they’re experiencing, how to process it, how to deal with it, you
know, how that paralleled their own lives” (Participant 2)
2.2 “We gave everyone an extra week of PTO. Um, we called it
COVID PTO…Um, we have encouraged them to um, use it for selfcare. Um, but also it was there uh, just in case they got sick so that if
they were impacted by the virus that-that wouldn’t deduct from the
PTO that they’re typically allotted.” (Participant 3)
2.3 “We’ve worked in some flexibilities in the scheduling. And um,
we’ve looked at purchasing like tablets and computers for our
employees that have um, school age children. Um, so we’ve really
ramped up our initiatives around caring for our staff.” (Participant 3)
2.4 “Um, and we’re allowed to leave a little bit early if we need to as
long as we let our manager know or come in later. As long as the
work’s done it’s fine.” (Participant 6)
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Table 3.12 Triangulation of Archival Data
Participant

1

2

Evidence of Integrated Care Additional supporting
on Practice Website
data
Collaborative Care Model
listed on training website for
medical residency but cannot
be found elsewhere.
Behavioral health can be
found as a page, but it is not
described how it is
integrated.
n/a
Very clearly displayed on
website that care is “personcentered” and “holistic.” On
adult care section of site,
they describe that all patients
are screened for behavioral
health, substance use, and
family planning needs at
each visit. There is a page
for behavioral health and
social services describing
that each medical provider
has a behavioral health team
provider.
n/a
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Triangulation
Minimal evidence
of integration on
website, which is
surprising given
that participant
reported Level 6
integration

Commitment to
integration on
website is
consistent with
Level 5 integration

3

4

They describe clearly in
multiple parts of the website
that they have
comprehensive coordinated
care for medical, social, and
physical needs
Difficult to find information
about integrated care via
website. On behavioral
health page, they describe
integrated care services

Provided a mid-year
report on the
practice’s behavioral
health services, which
indicated patient
diagnoses, treatment
outcomes, medication
utilization, depression
rates at referral and 2
months later, opioid
utilization, and
nursing home
utilization. Outcomes
showed that of
hospital admissions,
3.33% were
psychiatric and .77%
were substance use
related;
antipsychotics were
used by 4.62% of
patients (well below
national benchmark);
PHQ-9 scores
decreased markedly
after 2 months
treatment (mean of
4.08- minimal);
18.4% treated with
opioid, 11.47%
screened positive for
opioid misuse, and
7.8% screened
positive after pain
management group;
4.98% were placed in
nursing homes (well
below benchmark)

n/a
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Commitment to
integration on
website is
consistent with
Level 6 integration.
Mid-year report
provides data
supporting reported
success with clientlevel outcomes
regarding
measurement-based
care for opioid use
and utilization of
emergency room,
inpatient care, and
medication
Description of
integrated care
consistent with
report of Level 4
integration

5

6

7

They state that they partner
with various institutions to
provide integrated healthcare
services. No further details
are provided about
collaboration with primary
care. They also list 2 NPs on
their staff.
n/a
Provided a newsletter
for the behavioral
health integrated care
program that detailed
current initiatives of
the behavioral health
providers nested in a
medical setting and
provided data on
depression remission
rates (i.e., PHQ<5)
for clinic patients
over the past several
months. Depression
remission rates were
favorable for this
clinic (i.e., they were
reaching goal
This particular clinic does
outcomes). Noted
not have its own website –
efforts to move care
just the larger health system. back to in-person and
Nothing specific about
acknowledged patient
integrated care available for preference for
this clinic.
telephone sessions.
Detail Primary Care
Behavioral Health for
pediatrics on behavioral
health section of website.
Not clearly listed on main
website.
n/a
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Description of
partnerships with
other organizations
consistent with
Level 2 integration,
though having NPs
on sight indicates a
higher level of colocation. It is
possible this
addition of staff
occurred after the
interview was
completed.

No information
from website to
triangulate, but
newsletter provided
evidence for
depression
screening described
in client outcome
goals.
Indicating use of
Primary Care
Behavioral Health
is consistent with
reported Level 6
Integration.

Do not list primary care or
integrated care services on
website. On services
provided section, they
mention that therapists will
work with primary care and
community partners to meet
8
the needs of the child.
n/a
Note. Website data were collected in July 2021.
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Mention of
collaboration with
community
partners, but lack of
specificity about
integrated care, is
consistent with
reported Level 2 of
integration

Figure 3.1 Scatter Plot of RICQ Scores and Sustainability at Follow-Up
Note. Both RICQ total scores and sustainability scores were rated on a scale from 1-7,
where 1=strongly disagree and 7=strongly agree
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Figure 3.2 Scatter Plot of RICQ Scores and Acceptability at Follow-Up
Note: Both RICQ total scores and acceptability scores were rated on a scale from 1-7,
where 1=strongly disagree and 7=strongly agree
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Figure 3.3 Scatter Plot of RICQ Scores and Adoption at Follow-Up
Note. Both RICQ total scores and adoption scores were rated on a scale from 1-7, where
1=strongly disagree and 7=strongly agree
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Figure 3.4 Scatter Plot of RICQ Scores and Fidelity at Follow-Up
Note. Both RICQ total scores and fidelity scores were rated on a scale from 1-7, where
1=strongly disagree and 7=strongly agree
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Figure 3.5 Scatter Plot of RICQ Scores and Implementation Costs at Follow-Up
Note. Both RICQ total scores and cost scores were rated on a scale from 1-7, where
1=strongly disagree and 7=strongly agree
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Figure 3.6 Scatter Plot of RICQ Scores and Penetration at Follow-Up
Note. Both RICQ total scores and penetration scores were rated on a scale from 1-7,
where 1=strongly disagree and 7=strongly agree
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Figure 3.7 Scatter Plot of RICQ Scores and Goal Attainment During the ICLP
Note. Both RICQ total scores and goal attainment scores were rated on a scale from 1-7,
where 1=strongly disagree and 7=strongly agree
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Figure 3.8 Scatter Plot of RICQ Scores and Goal Attainment at Follow-Up
Note. Both RICQ total scores and goal attainment scores were rated on a scale from 1-7,
where 1=strongly disagree and 7=strongly agree

101

CHAPTER 4
DISCUSSION
Principal Findings
This study investigated the relationship between readiness for integrated care and
sustainability, other implementation outcomes, client outcomes, and contextual factors,
particularly Covid-19. Results are hypothesis generating and theory building in nature
due to the small sample size. Correlation analysis suggests that readiness, as measured by
the RICQ total score, is moderately to strongly positively correlated with self-reported
implementation outcomes of sustainability, acceptability, and fidelity, and weakly
positively correlated with implementation cost; these effects did not amount to statistical
significance. No relationship was found between readiness and adoption or penetration.
Notably, the two behavioral health practices, which were both at low levels of integration
(level 2), consistently self-rated lower on implementation outcomes than primary care
practices. Readiness was strongly correlated with achievement of client level goals set
during and post-ICLP.
These quantitative findings strengthen the hypothesis that readiness does relate to
implementation and client outcomes. Additionally, behavioral health practices may
generally have lower readiness for integrated care and achieve outcomes at a slower pace
than their primary care counterparts, a hypothesis that should be confirmed in future
studies. Indeed, less is known about the approach of integrating primary care into a
behavioral health setting, and there are unique barriers to this method of integration
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(Scharf et al., 2013). Future studies should explore these hypotheses further with larger
samples.
Participants indicated on surveys that the most influential readiness
subcomponents for integrated care implementation over time were program champion,
priority, and innovation specific knowledge and skills. Qualitatively, participants also
most often cited priority, program champion, innovation specific knowledge and skills, as
well as supportive climate as key facilitators to integrated care. Interview data provide a
more nuanced look at the influence of readiness subcomponents on specific
implementation and client outcomes over time. For sustainability, inter-organizational
relationships (particularly with payers), supportive climate (especially support for hiring
integrated care staff), staff capacity, and structure (i.e., having protocols and workflows)
emerged most often as the strongest themes. Other implementation and client outcomes
had unique patterns of key areas of readiness. During the Covid-19 pandemic,
participants reported general maintenance and sometimes enhancement of readiness for
integrated care (e.g., increased priority, telehealth increasing compatibility), though
innovation-specific knowledge and skills and staff capacity presented more challenges.
Participants highlighted key strategies for sustaining and building readiness for
integrated care. Strategies most often reported were systematic tracking of data,
integrated care training programs, billing practices, top-down mandates for integrated
care, regular communication, and hiring practices. During Covid-19, telehealth and
support for staff emerged as additional key strategies for sustaining and building
readiness for integrated care.
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Overall, these data suggest that readiness is related to sustainability of integrated
care, leads to more successful implementation outcomes of acceptability, fidelity, and
cost, and achievement of client outcomes after several years. Readiness-related
facilitators and barriers to implementation were present and changed over time.
Contextual factors, such as practice type (behavioral health versus primary care), level of
integrated care, and the Covid-19 pandemic influenced implementation success. Practices
were generally resilient, identifying strategies to overcome implementation challenges.
The Influence of Readiness on Implementation
These findings are consistent with existing literature on the R=MC2 model. The
R=MC2 readiness model posits that readiness is dynamic, susceptible to change at any
time, and is amenable to support system intervention (Scaccia et al., 2015). In this study,
practices experienced challenges and successes with implementation that were amenable
to readiness building strategies. It also fits with the theory of change, in which readiness
leads to implementation quality, which leads to outcomes.
Our findings indicate potential contrast with a prior quantitative study of another
readiness measure, which concluded that elements of readiness did not impact
implementation. Using linear regression, Helrich et al. (2018) determined that change
commitment did not predict implementation effort in their sample. They suggested that
attitudinal constructs may not be as related to outcomes as instrumental constructs like
planning and technical support. Indeed, it is possible that the subjective nature of the
RICQ and the inclusion of motivational components may impact its ability to predict
outcomes. This may contribute to weak correlations with some implementation outcomes,
though the quantitative findings from the present study should be confirmed with larger
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sample sizes to better understand why findings may or may not be present. The variable
quantitative findings related to the impact of readiness measures on outcomes highlights
the importance of gathering qualitative information in implementation science, because it
provides a much richer picture of how readiness influences implementation over time
(Hamilton & Finley, 2019).
Facilitators and Barriers to Integrated Care Implementation and Outcomes
The subcomponents of readiness noted as facilitators and barriers to integrated
care are consistent with those described in the integrated care literature. For example,
another qualitative study identified similar barriers to integration, including acquiring
sustainable financing; priority, structure, and cultural differences in interprofessional
teams; and challenges with supportive climate (e.g., having dedicated space or medical
record systems) (Docherty et al., 2020). Relationships with payers and sustainable billing
practices for integrated care were strong themes for sustainability in this study. A prior
mixed methods study highlighted the importance of cross-sector partnerships for
sustaining integrated care, noted the challenges with engaging payers, and reported the
need for collaboration across sectors on payment reform (Scott et al., 2021). The Covid19-specific challenges (e.g., interruptions in training, staffing difficulties) and silver
linings (e.g., telehealth) are also consistent with those experienced by the medical field
internationally (Beshyah et al., 2020; Hollander & Carr, 2020).
It is important to consider that the readiness subcomponents may not be entirely
distinct from one another but may interact with other subcomponents (Scaccia et al.,
2015). For example, innovation-specific knowledge and skills often co-occurred as a
commonly referenced subcomponent along with priority. During a debriefing interview, a
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participant suggested that knowledge and skills underlie the ability to see integrated care
as a priority (i.e., only practitioners who do not understand integrated care would think it
less important than other initiatives). Similarly, another participant reported surprise that
culture was not noted as a commonly referenced subcomponent. It is possible that culture
underlies the more commonly explicitly referenced subcomponents such as program
champion and priority. The analysis strategy allowed for coding multiple readiness
subcomponents at the same time, which addresses some of the overlap. However, it does
not address potential underlying themes (e.g., potential of culture underlying priority) that
were not explicitly stated. In order to ensure reliability of qualitative coding, coders only
coded what was explicitly stated. Identifying the interaction between subcomponents may
be an area for future study.
Maintaining and Building Readiness for Integrated Care
The identified strategies for maintaining and building readiness are likely specific
to practices who have foundational knowledge of integrated care. Because all participants
came from practices that participated in the ICLP, they had training and knowledge of
effective leadership practices, quality improvement strategies, and building sustainability.
Participants may have been less likely than typical integrated care practitioners to report
on barriers such as leadership, knowledge and skills, or process capacities that they
acquired during the ICLP. For more basic skills to implement integrated care, other
practices may benefit from enrolling in training programs or introductory courses, such as
those offered by the Center of Excellence for Integrated Health Solutions, International
Foundation for Integrated Care, the American Psychological Association, or Cherokee
Health Systems.
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The readiness building strategies described in this study overlapped somewhat
with findings from previous studies. Commonalities included systematic data tracking
systems (Davis et al., 2013; Docherty et al., 2020), billing practices, and hiring practices
(Docherty et al., 2020). However, the aforementioned studies also cite the importance of
culture change, improving workflow, using health information technology. Differences
may be attributable to contextual differences between samples, such as experience with
integrated care training, as mentioned in the previous paragraph. Differences may also
exist due to implementation stage. Davis et al.’s (2013) sample examined practices at
early stages of implementation, when culture change may have been more important
compared to mid-late implementation practices like those in the present study. Prior
research demonstrated that readiness subcomponents are differentially important at
depending on implementation stage (Domlyn & Wandersman, 2019); presumably,
readiness building strategies may vary by implementation stage as well. This is potential
another avenue for future study.
Limitations
There are several limitations to this study. Firstly, the sample size is modest. The
sample size therefore was not adequate for detecting statistical significance of the
Spearman’s rank order correlation test. However, by including qualitative research in this
mixed methods design, we were able to explore many nuanced questions about the
impact of readiness on various outcomes even with the small sample. Many steps were
taken to ensure trustworthiness of qualitative data, including checking coding reliability
between two coders, construct checks for codes, prolonged exposure (i.e., multiple
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interviews), member checking, and triangulation across multiple data sources ((Kloos et
al., 2005; Lincoln & Guba, 1986; Palinkas, 2014; QalRIS, 2019).
Content analysis of qualitative data (i.e., using frequency counts of themes)
offered a feasible, systematic method for identifying salient themes, but also has several
limitations (Vaismoradi et al., 2013). There is a risk to relying on frequencies that
concepts occur more frequently due to reasons outside of significant meaning, such as
interviewer interest and probing, participant’s willingness to discuss. Additionally, it is
possible that important topics were raised that were not emphasized in results due to
limited frequency.
The sample was limited to practices that took part in the same integrated care
capacity-building program, which may limit generalizability of findings. Some of the
successes reported may be due to participation in this program. Future studies should
follow-up with those who have participated in other integrated care capacity building
programs or trainings and/or no formal training at all. Another follow-up study could
examine the ICLP itself to know which key programmatic elements (e.g., practices who
engaged in certain trainings or TA) led to integrated care outcomes.
Though practices described in the study all took part in the same training
program, they were different in many ways, including their integrated care goals. The
findings for client outcome goals are limited in this study, because many participants
instead described goals that may be better characterized as clinic-level (e.g.,
administration of screening measures). Thus, most practices with over three years of
integrated care implementation are still not evaluating client outcomes. Studies of client
outcomes may require longer follow-up periods (i.e., over three years of implementation).
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Another limitation of this study is the limited scope of confounding factors
discussed. We explored in-depth the impact of Covid-19 and identified clear differences
between the behavioral health and primary care practices, which were also related to level
of integrated care. However, there are a host of additional factors that may impact
readiness, implementation, and/or client outcomes. The examination of additional
potential confounding factors on integrated care implementation and outcomes is another
potential area for future research.
There are possible biases associated with the self-report and retrospective nature
of this study. Because the majority of data were self-reported by key informants and
required participants to consider organizational functioning over the past several years,
the data are subject to recall and social desirability biases. To counter these biases,
interview data were triangulated with website information and archival data, when
provided by participants, but these data were limited.
Additionally, integrated care is defined in a broad sense on the RICQ. Thus, our
examination of integrated care does not specify discrete activities or differences between
integrated care methodologies by practice. This allows us to make comparisons across
practices but minimizes differences.
Finally, the codebook reflects the perspective of two coders with similar
backgrounds and experiences working with the R=MC2 framework and integrated care
settings. Thus, is possible that there were some coding blind spots or biases. However,
both coders have expertise in these frameworks and therefore likely accurately
represented codes.
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Conclusions and Future Directions
Despite these limitations, we believe that this study will contribute usefully to the
literature on implementation science and integrated care. This was the first follow-up
study examining the relationship between R=MC2-defined readiness and implementation
and client outcomes. It strengthens the hypothesis that readiness does impact outcomes,
describes elements of readiness that are most influential for sustainability, other
implementation, and client outcomes, and offers both general and Covid-19-specific
readiness building strategies. This study provides integrated care practices, professionals,
and researchers with common barriers and facilitators to achieving outcomes of
integrated care over time and suggests specific strategies for overcoming barriers. It has
the potential to contribute to better quality implementation of integrated care over time.
Ultimately, if implementation of integrated care is improved, it can make a larger impact
health outcomes and health equity (Jackson-Triche et al., 2020; Satcher & Rachel, 2017).
In terms of future directions, there are implications for both implementation
science and integrated care. First, for implementation science, it will be important to
improve the measurement of implementation outcomes. In order to measure
implementation outcomes with any consistency, we need standardized measures
available. However, there is a documented need for better coordination of instrument
development for implementation outcomes (Lewis et al., 2015). Within the integrated
care literature in particular, implementation outcomes have been both defined and
measured inconsistently between studies (Kenworthy, 2018). It is also challenging to
measure client level outcomes in integrated care because they likely differ by context. For
the purposes of this study, we created our own measures of implementation and client
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outcomes. However, for the science to move forward, standardized measures should be
developed.
Secondly, is important that we continue to research and disseminate best practices
for integrated care. Participants in this study described the importance of participating in
an integrated care training program to develop the knowledge and skills necessary to
implement integrated care. Yet, they noted that some information necessary for
sustaining integrated care was difficult to access, particularly related to billing practices.
It is established that integrated care is a complex intervention, which makes simple
models of implementation difficult to establish (Goodwin, 2016). Billing practices are a
clear example of this complexity because they differ depending on practice demographic
factors (e.g., primary care versus behavioral health; for-profit versus non-profit; location).
A deep dive into billing practices was beyond the scope of this study but has been
described in some detail elsewhere (Docherty et al., 2020) and would likely be a
beneficial area of future study and dissemination. Additionally, researchers and
practitioners should consider advocating at a policy level for billing practices and policies
that would simplify and support care integration.
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APPENDIX B
ADAPTED READINESS FOR RECOVERY AND RESILIENCE TOOL

NOTE: The second study interview was comprised of selected questions from the
Readiness for Recovery & Resilience tool, which was developed by The Wandersman
Center. The items were selected after initial study interviews were analyzed for salient
themes relevant to implementation of integrated care during Covid-19.
Tool Overview & Instructions:
This tool is designed for organizations or communities whose existing initiatives have been
disrupted by COVID19 or who are implementing new changes as a result of COVID19.
This tool should be used to assess organization’s or community’s readiness to implement
a new or existing program in the context of the significant impacts of COVID-19. Using
the R=MC2 framework, this tool will raise awareness of factors that affect change and
highlight existing strengths and/or opportunities for improvement to be well-positioned to
implement an existing or new initiative.
1. Readiness subcomponents included in this tool consist of motivational factors,
capacities needed to implement a specific innovation (initiative or intervention),
and general capacities. Users of the tool are encouraged to answer all questions or
select key questions that are most relevant to their organization or community.
2. Key questions are provided to guide participants to think about what changes have
occurred that affect the organization in general and what changes have occurred
that affect the initiative, specific to each readiness subcomponent.
3. The response box is intended to capture changes, strengths, weaknesses, needs, and
potential solutions to changing needs.
Questions:
Priority
1. How have priorities in general shifted at your organization since COVID-19? Please
describe.
2. Is integrated care a priority at your organization given COVID-19? Please describe.
How do you know it’s a priority? Compared to other initiatives started before
COVID19? Compared to changes that resulted from COVID19?
3. Who is integrated care a priority for during this time?
a. The implementation team?
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b. The target audience?
c. Leadership?
Compatibility
1. Please describe how the needs of your organization, in general, have changed as a
result of COVID-19?
2. If the organization’s needs have changed, does integrated care fit within the context
of the changing needs?
Innovation-specific knowledge and skills
1. Have additional needs emerged for staff training related to integrated care as a result
of COVID-19? Is there a plan in place to support ongoing training for the planning,
implementation, evaluation, and sustainment of the innovation for existing or new
staff? Please explain.
2. If outside staff/experts were helping or needed for integrated care, are they still able
to be used as a resource at this time?
3. Are there new people involved in integrated care or new elements of the
programming for which there will be a need for knowledge and skill development?
Supportive Climate
1. Are leadership dedicated to or supportive of integrated care during this time? How
have they demonstrated their support?
2. Do others at your practice support the continued work needed for integrated care?
Have any policies/processes changed that might impact integrated care? Are these
changes barriers or facilitators of implementation? How will these processes/policy
changes be communicated to staff?
3. What or where may improvements in the supportive climate be needed (increased
support from leadership, more dedicated resources, practices around a plan to monitor
the initiative, etc.)?
Resource Utilization
1. Has the ability to utilize resources, in general, changed (funding, training space, time,
technology, etc.)
2. Will integrated care require staff to be in-person? If the initiative needed physical
space, will this still be available?
3. Do you need additional technological resources for integrated care as a result of
COVID19?
Staff Capacity
1. How has staff capacity of the overall organization, in general, changed since COVID19?
2. Have staff member’s position changed? Do they have collateral duties?
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3. Has the capacity of the team that is needed for integrated care changed? If so, how?
Have changes to workflow impacted the ability of the team to carry out integrated
care?
a. Consider who is needed for the initiative (program implementation staff such
as facilitators, observers, etc.).
*This may elicit responses related to Program Champion or Leadership
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APPENDIX C
INTERVIEW PROTOCOL
Interview Protocol
Thank you for agreeing to participate in this study. I sent you some background
information about this study via email (invitation to participate, key definitions &
concepts). Did you get a chance to look through those materials? IF YES – Great; IF NO
– I will review them with you. The purpose of this study is to follow up on Morehouse
School of Medicine’s Integrated Care Leadership Program (ICLP) to see if practice
readiness for integrated care impacts implementation and outcomes. There are three parts
to this study: (1) the survey you already completed, (2) today’s interview, and (3) a
second interview to review the results and make sure they make sense to you. You will be
paid $60 in Amazon gift cards for completing the study. Before we begin, do you have
any questions?
This interview will be audio recorded so that I can accurately transcribe what is
discussed. The only people who will have access to recordings are those on my research
team. Recordings will be deleted when the study is over. Is it ok with you if I record?
[BEGIN RECORDING]
1) If there are any questions about background information (e.g., a participant’s role in
the practice or practice characteristics) from the survey, ask here.
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2) Tell me about what activities your practice has continued and/or taken on to
implement integrated care since the ICLP ended (i.e., 2016 or 2017 depending on
cohort).
a. What method(s) does your practice use toward integration (e.g. warm handoff, SBIRT, regular exchange of information between behavioral health and
medical clinicians, educational activities, etc.)?
b. Describe your integrated care protocol.
i. Is here a consistent set of processes to identify, assess, treat, and
follow patients who are identified with behavioral (or physical in
reverse integration) health needs? What are your processes (e.g.,
screening, intervening, or follow-up with patients)?
ii. Describe your clinical services for integrated care (e.g., are clinicians
on site to see people in a crisis? Do you offer a variety of behavioral
health or physical health interventions? Do you refer out when
needed?).
3) Now, I’d like to know more about influences on integrated care successes/challenges
at your practice.
a) Of the activities you mentioned, what has gone well or been viewed as a success
by your practice?
i) What do you think contributed to this success?
b) What of these activities has been challenging to implement?
i) What do you think are/were some of the factors that contributed to this
challenge?
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c) In the survey, you noted which elements of organizational readiness were
facilitators and barriers to implementing integrated care since the ICLP ended.
You ranked X,Y, and Z [list the readiness subcomponents they ranked as most
influential] as the biggest influences on integrated care implementation.
i) “Since the ICLP ended, how has subcomponent 1 been important over time?
ii) Since the ICLP ended, how has subcomponent 2 been important over time?
iii) Since the ICLP ended, how has subcomponent 3 been important over time?
d) What do you think your practice will have to do to keep up or sustain integrated
care over the next several years?
2) Next, I will be asking you some follow-up questions about implementation outcomes,
which are indicators of the implementation process and success. You rated some
questions about implementation outcomes on the survey, on a scale of 1-7. I’ll be
following up on those questions.
[For each item they responded to in the survey, first read the item and their response.
Then, ask the corresponding questions that follow below. Customize questions as
appropriate, based on their responses in the survey (e.g., if integrated care was not
sustained, do not ask why it was sustained, etc.)]
a) Sustainability
(1) Which components of integrated care were continued? Which were not?
(2) Why were these components sustained (or not)?
(a) Consider common elements of sustainability in the literature (e.g.,
(Luke, Calhoun, Robichaux, Elliott, & Moreland-Russell, 2014)) such
as: environmental support, funding, partnerships, organizational
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capacity, program evaluation, program adaptation, communication
with stakeholders, and strategic planning
b) Acceptability
i) How does this vary among staff in different positions?
c) Adoption
i) If staff have not adopted integrated care, why (e.g., lack of training, too
different from what they’re used to, not required, not appealing, etc.)?
d) Fidelity
i) What model does your practice follow?
ii) Do you have a method for measuring fidelity (e.g., measuring how staff
adhere to integrated care protocol, measuring dose, or quality of delivery)?
e) Costs
i) How do you determine/measure cost effectiveness at your practice (e.g.,
operating costs, hours billed, etc.; comparison to costs for other practices
doing similar work)?
ii) In what ways do you think integrated care has been worth its costs? In what
ways has it not?
f) Penetration
i) How would you describe the level of institutionalization, spread, or service
access of integrated care in your practice (e.g., has it been used in other
practices in the health system or other units in the practice, etc.)?
ii) How many providers are trained in and use integrated care?
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g) If participants indicated that they would provide supporting data, make sure they
have sent it at this point. Ask follow-up if needed.
3) Next, I am interested in outcomes of integrated care at the client (or patient) level.
Client outcomes are the outcomes your practice aimed to achieve for patient health,
through implementation of integrated care.
a) Clarify their client-level goal DURING THE ICLP (this should have been
completed in the survey or gleaned from their application). Make sure it lines up
with archival data from the ICLP.
i) [If they made progress] What did it take for your practice to achieve progress
toward this activity/goal?
ii) [If they did not make progress] What do you think were some of the barriers
your practice encountered in trying to achieve this goal?
b) Clarify their client-level goal(s) SINCE THE ICLP ENDED (this should have
been completed in the survey).
i) [If they made progress] What did it take for your practice to achieve progress
toward this activity/goal? [GO THROUGH EACH GOAL]
ii) [If they did not make progress] What do you think were some of the barriers
your practice encountered in trying to achieve this goal? [GO THROUGH
EACH GOAL]

Thank you for answering these questions about integrated care in your practice.
1) Is there anything you thought we would be discussing that we haven’t touched on?
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2) May I re-contact you in the future for a follow-up interview to review and clarify my
summary of results?
Thank you!
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APPENDIX D
PRELIMINARY RESULTS HANDOUT
Examining the Relationship Between Readiness and Outcomes in Clinical
Practices Implementing Integrated Care
About this document: You are receiving this document because you participated in a
study that investigated the influence of readiness on integrated care implementation,
outcomes, and sustainability. This is a draft of the study results, for the purpose of
getting participants to review, confirm, and/or elaborate on the findings. Please do not
distribute this document.

Study Aims:
1. Determine how readiness is associated with sustainability in integrated care.
2. Determine how readiness is associated with other implementation outcomes in
integrated care.
3. Determine how readiness is associated with client outcomes in integrated care.
4. Identify which readiness subcomponents are most influential for implementation
of integrated care.
5. Examine how practices build and/or maintain readiness for integrated care over
time.
6. Explore other contextual factors/mechanisms of impact, including the Covid-19
pandemic, that influenced sustained integrated care implementation.

Participants
•
•
•

All participants represented practices who participated in the Integrated Care
Leadership Program (ICLP) in 2016 or 2017
8 participants completed the survey and interview 1 (6 primary care, 2 behavioral
health), which focused on how readiness subcomponents influenced
implementation, sustainability, and outcomes
6 participants completed interview 2 (5 primary care, 1 behavioral health), which
focused on the impact of Covid-19 on readiness for integrated care
implementation

Findings:
1. How was readiness associated with sustainability of integrated care?
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a. The Readiness for Integrated Care Questionnaire (RICQ) total score,
measured in 2016 (cohort 1) or 2017 (cohort 2), was not associated with
sustainability of integrated care, measured via survey in 2020.
b. Sustainability appeared more related to type of practice (i.e., behavioral health
vs. primary care) and level of integrated care. The behavioral health/level 2
practices self-rated lowest in sustainability.
c. Though the total readiness score was not associated with sustainability at
follow-up, in interviews, participants reported on how readiness influenced
sustainability over time.
d. Most commonly referenced subcomponents of readiness were:
i. Inter-organizational relationships, particularly those with payers
ii. Supportive climate – support for hiring practices, integrated care
resources
iii. Staff capacity – this can be a barrier if there are not enough staff; it is
important for maintaining the integrity of integrated models to have
staff available quickly; it is important for staff to fit with the culture of
the organization
iv. Structure – having clear processes and lines of communication were
facilitators; making structural changes could be a barrier
2. How was readiness associated with other implementation outcomes?
a. The RICQ total score during the ICLP was not associated with any other
implementation outcomes at follow-up. Similar to sustainability,
implementation outcomes appeared more related to type of practice and level
of integrated care. The behavioral health/level 2 practices self-rated lowest in
implementation outcomes.
b. However, practices described the important influence of readiness on
implementation outcomes during interviews.
c. Acceptability was most associated with the following readiness
subcomponents:
i. Innovation-specific knowledge and skills – knowledge and skills were
a barrier to integrated care; when individuals in certain roles or
practices within a health system had less knowledge, they tended to be
less accepting of integrated care; Covid-19 made integrated care more
acceptable, especially in a behavioral health practice, because it forced
staff to discuss physical health with patients
ii. Priority – When staff recognize that integrated care is mandated, they
provided less push-back; however, even if it is a priority, sometimes
other tasks take precedent; in a behavioral health practice, priority was
a barrier because physical health was always secondary to behavioral
health to staff
d. Adoption was most associated with the following:
i. Innovation-specific knowledge and skills- this was often a barrier
because staff who lacked knowledge and skills were generally less
willing to attempt integrated care practice
ii. Priority- in practices where integration was mandated, staff had no
choice but to practice this way; however, there were often competing
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priorities that impeded adoption, particularly for busy primary care
providers; Covid-19 increased priority because the need was
recognized
iii. Structure- communication was important to ensure that integrated care
was adopted; clear procedures helped staff implement appropriately
iv. Compatibility – this could be a barrier because some practices did not
feel integrated care fit with their vision; however, making it fit the
context helped with adoption
e. Costs were most associated with the following:
i. Resource utilization – resources were a barrier for some (e.g.,
spending more money than they were making); however, those who
could generate revenue from integrated care felt it was more
sustainable
f. Fidelity was most associated with the following:
i. Process capacities- in order to know the fidelity, practices needed to
know how to evaluate. Some practices used more formal intensive
techniques than others (e.g., record reviews vs. observations vs.
spreadsheets)
ii. Structure – lack of clear procedures led to poor fidelity
iii. Staff capacity – having staff in appropriate roles facilitated fidelity;
however, when there were not enough staff, fidelity suffered
g. Penetration was most associated with the following:
i. Staff capacity – having enough staff with the right attitudes and skills
helped practices to grow; one practice put staff in leadership and
training roles to facilitate growth
ii. Supportive climate – particularly support for adding new staff was
helpful; without institutional support for expanding staff, penetration
was hampered
iii. Priority – when integrated care was well-established, it was easier to
expand; however, just because integrated care is a priority, that does
not mean a practice is ready for expansion
3. How was readiness associated with client outcomes?
a. The RICQ total score was not associated with any other client outcomes
(as reported by participants’ ratings of their goal attainment). Client
outcomes appeared more related to type of practice and level of integrated
care. The behavioral health/level 2 practices self-rated lowest in client
outcomes.
b. Many client outcomes practices listed were actually implementation-level
(e.g., screening for depression in certain patient populations). This limits our
ability to draw conclusions about client-level outcomes.
4. What were the most influential readiness subcomponents?
a. According to the survey:
i. Most commonly selected facilitators to integrated care
implementation were- program champion, structure, relative
advantage, inter-organizational relationships, and leadership
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ii. Fewer readiness subcomponents were listed as barriers. Most
commonly selected barriers to integrated care implementation wereresource utilization, complexity, supportive climate, compatibility, and
organizational innovativeness
iii. The most commonly selected top three most influential
subcomponents were- program champion, priority, and innovationspecific knowledge and skills
b. According to interviews:
i. Most commonly referenced facilitators were- priority, program
champion, supportive climate, and innovation-specific knowledge and
skills
ii. Most commonly referenced barriers were- staff capacity, innovationspecific knowledge and skills, structure, and priority
5. How did practices build or maintain readiness for integrated care?
a. Systematic tracking of data - to identify patients in need of services, show that
integrated care was sustainable financially and led to outcomes, and
implement quality improvement strategies
b. Billing practices - being revenue generating was advantageous for
sustainability; as a first step, this may include getting leadership to commit to
paying for mental health providers, rather than using grant funding;
recommend billing practices included getting Medicaid to pay for integrated
services and creating a system for tracking the requirements for
reimbursement from Medicaid
c. Top-down mandates for integrated care- included mandates from the
organization and from insurance companies; one participant noted that
mandates would not be effective in the long-term if front-line staff do not
support integrated care
d. Hiring practices - having the right people on the team is important for
sustaining integrated care; sometimes, it may be just filling one role (e.g.,
having a psychiatrist on the team) that would make a significant difference in
terms of integrated care implementation
e. Participation in the ICLP – increased participants’ knowledge of how to add
more staff, be leaders, and get buy-in from stakeholders
f. Regular communication - members of the behavioral health team made efforts
to communicate (e.g., be present, offer their phone number and email, etc.)
with the medical team in practices that were primarily focused on primary
care
6. What other contextual factors impacted integrated care implementation?
a. Limited number of participants (n=8) did not provide enough variation to
examine differences in most demographic areas
b. Two demographic factors emerged as influential: primary focus of the practice
(primary care vs. behavioral health) and level of integrated care. Two
behavioral health practices participated and were both at level 2 of integrated
care. They did not achieve outcomes as successfully as other practices.
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c. Covid-19 was the most salient contextual factor that influenced practices in
the following ways, examined with the Readiness for Recovery and Resilience
Tool (RRR):
i. Priority- most practices were still prioritizing integrated care;
telehealth helped; for some practices, Covid highlighted the priority of
integrated care; for some, priority was a barrier because of competing
needs
ii. Compatibility – telehealth improved attendance opened some
opportunities for a behavioral health practice to collaborate with
primary care without taking up physical space; barriers were practicespecific (e.g., elderly patients struggling with telehealth, increase in
volume leading to less fidelity to PCBH model)
iii. Innovation-specific knowledge and skills – equal barriers and
facilitators, often related to ability to offer trainings (some used extra
time for training, some found it more difficult to get trainings)
iv. Supportive climate – some leaders went above and beyond to support
integrated care staff during the pandemic; some found that Covid-19
introduced barriers due to shifting guidelines/procedures
v. Resource utilization – facilitators mainly related to technology
upgrades; other facilitators include collaborations with the community,
ability to continue using or expanding their physical space, and
obtaining grant funding to cover some unexpected costs; barriers
included delayed construction on buildings, lack of funding for
personnel, and challenges with using telehealth
vi. Staff capacity- more frequently described as a barrier, including
difficulties filling positions, short staffing, and figuring out how many
staff to have in person versus virtual
d. Covid-19 readiness building strategies:
i. Telehealth- use of a variety of telehealth features ranging from
FaceTime, to Webex, to “GrandPads” (like iPads for the elderly);
telehealth training pre-pandemic eased the transition; one participant
suggested it would be helpful for employers to pay for internet costs
for employees
ii. Support for staff- involves providing additional support to staff, given
the stress of the pandemic; some notable strategies for caring for staff
include calls to process emotions, “Covid PTO,” providing additional
resources for staff, and flexibility in scheduling

Questions or Comments? Contact Tara Kenworthy at tlk@email.sc.edu
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APPENDIX E
CODEBOOK
Codebook
Notes:
• Aggregate coding under the higher-level codes (e.g., a code for "complexity" will also
code motivation and factors influencing implementation)
• When coding "factors influencing implementation," be sure to also code Valence
(e.g., if the factor was a facilitator or barrier). Valence may also be coded along with
"context" if applicable.
Codes
Readiness for Integrated Care: Indicators of how willing and able practices are to
implement integrated care.
• Motivation: Perceived incentives and disincentives that contribute to the
desirability to use integrated care. This includes beliefs about integrated care and
support for integrated care that contributes to innovation use.
o Complexity: Degree to which integrated care is perceived as relatively
difficult to understand or use
o Priority: Degree to which integrated care is expected, rewarded, and
supported; if it is mandated or required
o Relative Advantage: Degree to which integrated care is perceived as
being better than the current practices used by the organization
o Compatibility/Alignment: Degree to which integrated care is
subjectively perceived as being consistent with the existing values,
cultural norms, and needs of the organization
o Observability: The ability to see that integrated care is leading to
outcomes.
o Ability to Pilot: Integrated care can be tested and experimented with.
• Innovation-Specific Capacity: The knowledge, skills and conditions that are
needed to implement integrated care.
o Supportive Climate: Extent that integrated care is tangibly supported by
the organization (e.g., policies and resources exist to support it)
o Innovation-Specific Knowledge and Skills: Set of knowledge, skills, and
abilities that are needed to implement integrated care with quality and
reach intended outcomes
§ *Inter-professional Relationships: Relationships between
professionals within the practice that facilitate the use of integrated
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•

care - both the quality of the relationship and how roles are
navigated
o Inter-Organizational Relationships: relationships between organizations
that specifically facilitate use of integrated care
§ *Payer: relationship between practice and payer organization(s)
(e.g., Medicaid, insurance company - not other payment like
grants)
o Program Champion: Individual(s) who put organizational weight behind
integrated care
General Capacity: The knowledge, skills and conditions that are needed to
implement any innovation.
o Staff Capacity: General skills, education, and expertise that the staff
possess
o Resource Utilization: How resources are acquired and used
o Process Capacities: The organizaion having the ability to plan,
implement, and evaluate.
o Structure: Organizational architecture, size, specialization, power
structures, staff autonomy, staff cohesiveness, communication pathways,
and internal decision-making processes that can impact how well an
organization functions on a day-to-day basis
o Climate: How employees collectively perceive, appraise, and feel about
their current working environment
o Organizational Innovativeness: Receptiveness of an organization to
change
o Leadership: How effectively management sets tone and expectations for
an organization
o Culture: Set of expectations about how things are done in an
organization; how an organization or system functions

Valence: Whether the factor positively or negatively impacted implementation of
integrated care. Always Code Valence when coding Factors Influencing Integrated Care
• Facilitator: This factor facilitated implementation of integrated care
• Barrier: This factor was a barrier to implementing integrated care
• *No Valence: Not mentioned as positive or negative; also for things that they
have not experienced or tried out yet (e.g., XYZ will make integrated care more
sustainable in the future).
Context: Characteristics of the interviewee, practice, or broader system
• Interviewee demographic factors: Interviewee role, years employed, scope of
involvement in integrated care implementation: Focus of integrated care (e.g.,
primary care or behavioral health), setting (e.g., rural, urban), type of
organization, patient demographics, staff makeup
• Practice characteristics: The activities the practice is taking to implement
integrated care
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•
•

Integrated care characteristics: The activities the practice is taking to
implement integrated care
Outer context: Broader contextual factors including existing research and
theories, socio-political climate, macro-policy, and funding outside of the control
of organizations (Wandersman et al., 2008; Scaccia et al., 2015)
o Covid-19: Reference to the influence of the Covid-19 pandemic

Readiness building strategies: Strategies practices implement to build their readiness to
implement integrated care
• Systematic tracking of data: Using a system (e.g., EMR, spreadsheet, etc.) to
track data tp advance integrated care implementation, evaluation, and/or
improvement
• Integrated care training: Either formal programs (e.g., the ICLP) or practicespecific training strategies designed to teach staff and/or leadership integrated
care strategies
• Billing practices: Strategies used to gain knowledge about payment systems
and/or generate revenue from integrated care practice
• Top-down mandates: mandates or strong incentives for integrated care from
people in power at the practice or outisde agencies, such as insurance companies
• Regular communication: Behavioral health and primary care team members
communicating for purposes of promoting integrated care practice
• Hiring practices: Hiring practices are intentional methods for hiring integrated
care teams.
• Telehealth: Use of telephone or video conferencing to provide clinical services
• Support for staff: employers or organizational leaders providing emotional or
instrumental support to staff as a result of added stressors of the pandemic
• Other readiness building strategy: Other readiness building strategies not listed
above
Outcomes: Measures of how well integrated care was implemented and its outcomes at
the patient level
• Implementation outcome: Indicators of the implementation process and success
o Sustainability: integrated care has been sustained in the practice
o Acceptability: our practice finds integrated care satisfactory (e.g. easy to
use, palatable)
o Adoption: Staff have tried out implementing integrated care in our
practice.
o Fidelity: Integrated care is being delivered as intended, with quality in our
practice.
o Costs: Integrated care is cost-effective for our practice.
o Penetration: Integrated care has been institutionalized and spread within
and/or beyond our practice
• Clinical outcome: Outcomes practices aimed to achieve for patient health,
through implementation of integrated care. These outcomes may be different for
each practice.
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•

Goal attainment: Degree to which the practice achieved the goal(s) they set for
clinical outcome(s) - in response to question about how close to achieving goal
they came

*indicates an emergent theme
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